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SOME OBSERVATIONS ON ROENT- 
GENOGRAPHY OF THE SKULL.* 


B. H. NICHOLS, M. D.,t 
CLEVELAND, OHIO. 


The subject of roentgenographic findings 
in the skull and head necessarily offers a 
large field of study. 
the time allotted to me to describe some 
of the more common of these findings, 
with their interpretation. Since the 
opinions which have been recorded in the 


literature by different authors are so 
varied in regard to the evaluation of these 
findings and their clinical significance, we 
desire to consider the subject more or 
less in the light of our own observations. 


It is my purpose in 


For many years it has been our practice 
at the Cleveland Clinic to make stereo- 
scopic films of the head in the case of all 
‘patients who are referred to the roent- 
gen-ray department for nasal accessory 
sinus examination. We have made use of 
these films not only in the study of the 
sinuses but in the comparison of a great 
group of apparently normal individuals. 
We have found this study to be of great 
help when the question of bone changes 
or of intracranial lesions has come up for 
consideration. 


Let us consider some of the more com- 
mon diseases of the skull, first of all, 





*Read before Section on Surgery of the Missis- 
sippi State Medical Association, Jackson, May 14, 
1931. 

+From the Cleveland Clinic. 


changes in the skull itself. Among the 
most common of these changes is synos- 
tosis, or early closure of the intracranial 
sutures with resulting microcephaly ; osteo- 
porosis, showing the rarefaction in the 
bones of the skull which is characteristic 
of this condition; enostosis, that is, the 
type in which there is increased irregular 
bone development on the inner table of the 
skull, usually in the frontal region, and 
which we believe has no clinical signifi- 
cance ;leontiasis ossium with its more or less 
charactertistic proliferative bone change; 
osteomalacia with extreme atrophic 
changes in the skull bones; osteitis fibrosa 
cystica, showing this characteristic inflam- 
matory bone lesion involving the cranial 
bone; Paget’s disease, with marked thick- 
ening of the skull, rarefaction, and small 
mottled areas of increased density; metas- 
tatic malignancies of the carcinoma group 
with their destructive areas and true 
malignant bone tumors; osteogenic sarco- 
mata; cranial tabes, with its marked de- 
structive and proliferative changes, usu- 
ally of the suppurative type. Osteomye- 
litis and practically all diseases which are 
found in bone in other portions of the 
body may involve the skull. Therefore we 
shall consider in detail only such changes 
as are produced by lesions within the 
cranium itself. 


We might mention the occurrence of 
bone changes found in the skull in the 
case of patients suffering from congenital 
splenic anemia, hemolytic jaundice, and 
particularly sickle-cell anemia. 
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Fig. 1. 
epileptic, most marked on the left side. 


Encephalogram showing cerebral atrophy in an 


Convolutional atrophy: Convolutional 
atrophy of the skull is caused by increased 
intracranial pressure due either to an in- 
ternal hydrocephalus or to any growth 
within the cranium which increases the 
volume of the cranium content. This is usu- 
ally a charactertistic picture, produced by 
the constant pressure of the convolutions of 
the brain against the inner table of the 
skull, but we must always bear in mind the 
possibility of changes in the skull simulat- 
ing convolutional atrophy which may be 
seen during the period of cranial develop- 
ment and well into adult life. Particular 
care should be exercised in the case of 
patients under 30 years of age. 


The finding of changes in the sella 
turcica, such as erosion, enlargement or 
flattening of the sella, which also indicate 
pressure within the cranium, is a great 
aid in confirming the diagnosis in cases 
of suspected convolutional atrophy. In 
many cases, particularly in young pa- 
tients, definite separation of the sutures 
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may be found, a condition which is pathog- 
nomonic of intracranial pressure. 


The finding of increased vascularity in 
the skull must be interpreted cautiously as 
there is a great variation in the size and 
extent of the vascular system in normal 
individuals, and unless such changes are 
accompained by erosion of the skull or 
other signs of a lesion, it is quite difficult 
to arrive at any definite conclusion as to 
the diagnosis. However, if the condition 
is localized to one side of the skull or to 
one area of the skull, the probability of 
the presence of a lesion is much greater. 
Sometimes an area of a rather rosette 
type of vascularity may be definitely seen 
in the skull, indicating a possible arteri- 
ovenous aneurysm. 


Perhaps the most important finding in 
the presence of single intracranial lesions 
found upon roentgenographic examination 
of the skull in calcification within the 
cranium. This calcification may be either 
bone lime deposit or adamantine. The 
lime deposits many times may be indica- 
tive of hemorrhage into a tumor which 
has undergone calcification. 


The type of calcification which is found 
most frequently in head is that which is 
found in the pineal gland, and I would call 
your attention to the advisability of con- 
sidering all calcification in the pineal gland 
in patients under 30 years of age, in whom 
no other evidence of pathology is present in 
the head or skull, as being of no clinical 
significance. This type of calcification 
may occur as early as 10 years of age. It 
is well to note its location. It is usually 
located in the midline with a variation of 
about one centimeter anterior-posteriorly 
or one centimeter in the vertical position, 
but always in the midline laterally. If 
this shadow then is found to be displaced 
laterally, it is sometimes of very great 
help in the lateralization of a tumor, the 
displacement always being to the opposite 
side from that occupied by the tumor. In 
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Fig. 2. 


patients past 30 years of age the calcifi- 
cation may be indicative of tumor of the 


pineal gland itself. 


Calcifications in the choroid plexus are 
usually situated well posterior bilaterally, 
and have no known clinical significance. 


Calcification in the falx may often be 
seen, particularly in the anterior-posterior 
view. This type is of bony.formation, a 
rather thin septum of bone being present 
between the hemispheres. This type of 
calcification is also without clinical im- 
portance. 


Calcifications in the brain substance it- 
self are of great significance. Unfortun- 


Ensephalogram showing an adamantinoma, Rathke’s pouch cyst, showing calcification above the sella. 


ately, in the presence of tumors of the 
brain of the gliomatous group calcifications 


are not frequently found—perhaps in about 
6 to 10 ner cent of the cases. In the pres- 
ence of suprasellar cysts such calcifications 
occur in about 70 per cent of cases, these 
usually being Rathke’s pouch tumors. Also, 
in edotheliomata such calcifications are 
frequently found. 


Calcifications may be present in an- 
eurysms at the base of the brain. Also 
dense calcification may occur in solitary 
tubercles of the brain and are frequently 
seen in subdural hematoma or traumatic 
lesions in the dura caused by external 
violence, such as fracture or concussion. 
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Fig. 3. Encephalogram showing 


Calcifications in the presence of epilepsy 
have been frequently reported. It has not 
been our experience to find many calcifica- 
tions of the brain in conjunction with 
neuropathic epilepsy which we felt could 
be of any significance as a causal factor, 
unless accompanied by a tumor. 


What then might we consider the posi- 
tive finding in intracranial disease? These 
may be summarized as follows: 


Calcifications in the pathological area; 
Localized bone change in the cranium; 


Changes in the sella turcica, such as 


calcification in the pineal gland. 


erosion, change in size or shape of the 
sella; 


Convolutional atrophy of the skull; 

Displacement of the pineal shadow; 

The presence of air in or about the le- 
sion; 

Increased vascularity of the adjacent 


bone. 


From one or a group of the above 
changes we are led to suspect the presence 
of a lesion in the brain. 


The determination of the presence or 
absence of an intracranial tumor is the 
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problem with which we are most often con- 
fronted, and we should make an effort to 
determine the location of such a lesion if 
it be present, and contribute as much as 
possible to determining its type. 


Gliomata constitute a large group of 
brain tumors—about 43 per cent of all 
tumors of the brain are of this type. Six 
to ten per cent of these may show a calci- 
fication in the tumor which will be helpful 
in locating the lesion. The pineal shadow 
may be displaced or intracranial pressure 
may be present. I think this is about all 
the information we can expect from the 
roentgenographic examination. 


Pituitary tumors, particularly adeno- 
mata, show enlargement of the sella, usu- 
ally with deeping of the sellar floor, 
expansion of the sella with erosion of the 

Figs. 4 and 5. Encephalograms showing cerebral atrophy clinoid processes often to complete de- 


in the left parietal region, post traumatic. 
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Fig. 6. 


Intracranial pressure is usu- 
These 
are the principal findings in hypophyseal 


struction. 
ally absent in this type of tumor. 


tumors. 


Suprasellar tumors are usually found in 
children and are of Rathke’s pouch type. 
Nearly 70 per cent of these lesions show 
calcification in the tumor and nearly half 
of such tumors show some enlargement of 


Same Case as Fig. 7. See legend on Page 435. 


the sella turcica; if they have developed 
to such a size as to produce dilatation of 
the third ventricle, evidence of intracranial 
pressure will also be present. 


Meningioma or dural endotheliomata: 
In the case of. fifty per cent or more of 
these tumors, changes are found in the ad- 
jacent bone, showing destruction of the 
inner table of the skull in the form of an 














Figs. 6 and 7. 


erosion. Also bone formation may be 
present, either flat or spicular in type, 
and many times vascular changes are 
shown such as wide deep grooves radiat- 
ing from the region of such a tumor. 


Acoustic neurinomata: The most char- 
acteristic finding in acoustic neurinomata is 
erosion of the petrous portion of the tem- 
poral bone. In the presence of this find- 
ing, together with increased intracranial 
pressure and a dilatation of the internal 
meatus, we should be justified in at least 
tentatively making a diagnosis of acoustic 
neurinomata. 


These, then, are briefly what we may 
anticipate as possible findings in roentgen- 
ray examination of the skull when the 
presence of a brain tumor is suspected. 
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Encephalograms showing melanoma of the meninges with secondary hyperplasia of bone involving 
the left mastoid area. 


This limited amount of information is 
obviously inadequate for the diagnosis of 
a large percentage of brain tumors. 


Brain surgeons have long recognized the 
limitations of neurologic findings for 
the diagnosis; it was left for Dr. Dandy, 
of Baltimore, in 1919, to add to the roent- 
genographic findings ventriculography, a 
method which has proved of great value in 
the localization of brain lesions. At the 
present time the introduction of air through 
the spinal canal which is known as ence- 
phalography, adds immensely to ventricu- 
lography when there is no block in the 
ventricular system and gives us a method 
which in addition to other findings makes 
for the accurate diagnosis and location of 
tumors in a very high percentage of 
lesions. 
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Fig. 8. 
the presence of a hypophyseal tumor. 

The advantage of encephalography is 
that we are able to visualize the ven- 
tricles and determine their size, shape 
and position; in addition, the cortical air 
distribution may be visualized, giving us a 
definite knowledge, in most instances, of 
the cortex of the brain. As this air fills 
the spaces between the convolutions of the 
brain, usually most marked over the 
anterior two-thirds of the brain, it is pos- 
sible by obliterated areas to determine the 
presence of lesions located near the cortex 


Encephalogram showing depression of the floor of the sella turcica, enlargement and erosion, significant of 


of the brain, or to detect the presence of 
intracranial pressure. Increased pressure 
of necessity eliminates the cortical air 
markings in general. Such changes, of 
course, may also be due to inflammatory 
meningeal lesions, but confusion in this 
regard seldom occurs in the case of a sus- 
pected tumor. If atrophy of the brain 
substance is present, the air markings are 
necessarily increased to such an extent that 
in the presence of grand mal or of old trau- 
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Fig. 9. 


matic lesions, many times a large area of 
brain atrophy may be definitely localized. 


We are also able to determine by ence- 
phalography whether or not there is a 
block in the ventricular system. This pro- 
cedure we have carried out in 


some 
200 cases during the past year without a 
single fatality which could be ascribed 
immediately to this injection. An attempt 
is made to withdraw all of the fluid. In 
order to ascertain whether the intraspinal 
pressure will permit this, the spinal pres- 


Encephalogram showing microcephalic skull with synostosis. 


sure is taken with the patient in the 
horizontal position before any injection is 
made, and then the injection is made with 
the patient sitting up. Dr. Gardner, who 
makes these injections, feels that at no 
time during the injection should the pres- 
sure be allowed to drop below the original 
reading when the patient was in the hori- 
zontal position. 


The contraindications for encephalogra- 
phy are the presence of lesions of the 
fourth ventricle or a lesion of the occipital 
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Fig 10. 
tem and internal hydrocephalus. 
region in which there is an_ internal 
hydrocephalus, with pressure which might 
herniate the basal tissue into the spinal 
canal after withdrawal of spinal fluid; in 
such cases the patient should be prepared 
for immediate operation after the injection 
has been made. 


Ventriculogram showing a tumor of the fourth ventricle, an astrocytoma with blocking of the ventricular sys- 


We are perfectly confident, however, that 
encephalography is one of the greatest 
contributions which have been made to 
roentgenology in the past ten years, and 
should be used much oftener than it is, as 
by this method many lesions may be defin- 
itely localized and operation performed, 
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Fig. 11. -Encephalogram showing erosion of the petrous 
portion of the right temporal bone characteristic of an 
acoustic nouroma. 


thus preventing permanent blindness and 
death of patients suffering from advanced 
intracranial tumors. 


REFERENCE. 
Dandy, W. E.: Ventriculography following air into cere- 
bral ventricles. Am. J. Roentgenol, 6:26, 1919. 
DISCUSSION. 
Dr. W. A. Dearman (Gulfport): This paper 
is indeed a surprising paper. The doctor has 
given a great idea of his technic, wonderful 


clinical facilities, and a thorough familiarity with 
his subject. 


It has been my good fortune, or bad, through 
the years—some people develop a brain tumor, 
and somehow quite a good many of them get into 
my hands, and it has been my misfortune to 
work out quite a number of brain tumors. 
Dr. Nichols has covered the field thoroughly. We 
deal with traumatic conditions of the skull. 
We now have a method of determining the size, 
shape and location of the tumor. The work done 
by Dr. Nichols and others has placed us in a posi- 
tion whereby often, even with limited facilities, 
we can make a diagnosis of some cranial or intra- 
cranial condition. 


I have in my files some very interesting cases 
of brain tumor. However, I have never had the 
refinement of encephalography to help me. It is 
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wonderful what has been achieved in this direction 


in the past ten years. 


I knew a very prominent woman who began to 
have convulsions. The right knee began to jerk. 
She had four or five convulsions, bit her tongue, 
and was unconscious, and there was a strong 
leutic history back of it. However, her Wasser- 
mann was negative and the spinal fluid was 
negative. Some radiologist made a reading of the 
skull and he found a frightful nostosis. Well, I 
made another Wassermann and got one four-plus 
Wassermann. I never could get another to save 
my life. Under entire leutic handling that nos- 
tosis vanished like a snow ball before the noon 
day sun. 


Now, I have been interested in finding something 
with reference to convolutional atrophy. It is in- 
teresting to me. I had a patient, a girl, that had 
a brain tumor that had persisted a number of 
years. It was an unnerving thing. She was bril- 
liant. She had run into the side of a door facing. 
She was a very brilliant girl in school, but she 
soon found she did not have the capacity to take 
up an ordinary problem in school. She went blind. 
They brought her to me. She had a tumor in the 
lateral ventricle. She had the most marked con- 
volutional atrophy I have ever witnessed in my 
life. She never had a pain in her life. That 
tumor extended from the front of the head to the 
posterior brain. The folds were widley separated. 
She had such a frightful convolution atrophy that 
the outer table and inner table had been thinned 
to such an extent it was hardly the thickness, of 
an egg shell. If that girl had fallen on the pave- 
ment there is no doubt in the world but that her 
skull would have been shattered like an egg shell. 
Well, they did an operation, not to remove the 
tumor, but to preserve her sight in her right eye, 
but she died soon after. 


I was very much struck with the position in 
which Dr. Nichols makes his pictures to get his 
encephalography and ventriculography. We do 
very little of it down in this section of the coun- 
try because it is a comparatively new thing and 
we do not know a great deal about it. However, 
I feel in time we will begin to do it, and I think 
the information Dr. Nichols has brought us has 
been of great value. 


I thank Dr. Nichols for his very timely paper. 


Dr. Randolph Lyons (New Orleans): I have 
only one word to say about the subject. My ex- 
perience in making ventriculographs and encepha- 
lographs is very limited, but when the enchephalo- 
graphs were first written about I had a case of 
brain tumor that I came upon at New Orleans in 
Touro Infirmary. I didn’t do the ventriculographs 
myself, but we had Dr. Mix, the surgeon, see the 
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patient, and she had the classical symptoms of 
brain tumor. An ordinary roentgen-ray didn’t 
show a thing. They brought the patient up in 
the operating room and withdrew a certain amount 
of fluid and put in the air. We sent her down and 
had a roentenogram made and it showed a typical 
tumor, but, unfortunately, fifteen or twenty 
minutes after that the patient showed respiratory 
failure and in a few hours died. I am not saying 
the ventriculograph was entirely responsible for 
the death of that patient, but it has to be done 
with a great deal more care, I think, than en- 
cephalography. But, as I say, so far as we could 
tell, every precaution was taken and yet the patient 
died in a very short time after we got that picture, 
and when we brought her up there she certainly 
was not dying. Now, it is possible we made a mis- 
take in our technic somewhere. If we did, I don’t 
know where it was. 


When we talk about doing these things every- 
where, we ought to be a little bit cautious. They 
ought to be done by men who have experience in 
that line. The same thing is true in inserting 
these plates. It takes a man with a good deal of 
experience to do that work. 


I certainly enjoyed the paper immensely. I just 
mention this as a warning to those who want to 
do it without much experience. 


Dr. Nichols (closing): I want to thank you 
gentlemen for the discussion. I don’t mean to 
leave the impression these things are without 
danger. Fortunately, in about 200 encephalo 
graphs we have done we have had no deaths 
except in one case which occurred several hours 
after the injection, which probably was not due 
to encephalography. This is important in enceph- 
alography. As you withdraw the fluid, watch 
your pressure, and replace it with air. The fluid 
comes back much more rapidly and very often the 
intra-cranial pressure will come back more rap- 
idly. Encephalography is a much more simple 
procedure than ventriculography, and I feel it 
is perfectly safe to do it in cases in which we 
have evidence of apoplexy and traumatic injury. 
I think it should be carefully considered. This 
has been our observation in epileptic patients in 
which we have done encephalography,—that many 
of those patients have gone months without an 
attack. Just how it does it, we don’t know, but 
it does relieve these patients from attacks. 


Of course, we all recognize this isn’t simple. I 
think you can remember when we began making 
spinal Wassermanns and patients died. Now, a 
brain tumor is a very serious problem, and I think 
we have a right to take some liberties if we can 
save a few of those poor patients from losing their 
eyesight. They are going to die anyhow. I think 
we have a right to make some investigations if 
we take some chances. 
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I want to say that in doing these cases many 
of them we do under anesthesia, not all of them, 
but a good many of them. The patients are sick 
afterwards. Don’t be alarmed if they have a 
terrific headache for a day. That doesn’t make 
any different. Twenty-four or forty-eight hours 
of severe headache is going to be not such a severe 
thing; you can control that. It is not so satis- 
factory under a complete anesthetic as it is under 
a local anesthetic. 





FORMATION OF ARTERIOVENOUS 
FISTULA FOR RELIEF OF 
SEQUELAE OF AORTIC 
ANEURYSM. 


AMBROSE H. STORCK, M. D., 
New ORLEANS. 


In 1926, Wayne Babcock! suggested a 
novel method of treatment for the relief 
of symptoms produced by aortic aneurysms. 
This procedure is devised to take advan- 
tage of the reduction of wall pressure in a 
tube conducting moving fluid, which occurs 
incident to an increase in the rate of flow of 
the fluid when head pressure in the system 
is lowered. The desired effect in human 
subjects is accomplished by the intentional 
formation of an arteriovenous fistula distal 
to the aortic aneurysm, so that the rate of 
flow is accelerated rather than reduced or 
rendered nil. 


Previous to the proposal of this new 
approach, all surgical treatments for aortic 
aneurysm were directed at diminishing the 
rate or amount of blood-flow through the 
aneurysm. 


Two diagrams, introduced by Babcock, to 
illustrate the physical principles involved, 
and others schematically representing the 
technique of jugulo-carotid anastomosis, 
are shown in the accompanying slides. 


In addition to the case reported by Bab- 
cock, eight collective cases of thoracic 
aortic aneurysm, in which the procedure 
was carried out, are reported by Patrick 
McCarthy,? with a total immediate mor- 





*Read before the 
Society, May 25, 1931. 
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Fig.l. Hydro-dynamic experiment showing that lateral 
pressure is lower at points where velocity is greater, i. e. 
opposite points of constriction. 


tality of 25 per cent, and a total mortality 
up to the time of publication of the report, 
of 50 per cent. Some very satisfactory 
results were obtained in the cases which 
survived operation in this series. 


The findings in the cases in which opera- 
tion seemed justified, and was decided on, 
in the present series, were: 


1. Pain—present in all cases, and in 
some instances unrelieved even by large 
doses of sedatives, including morphin, and 
intravenous amytal. 


2. Harassing cough—present in three 
cases. 


3. Orthopnea—present in four cases. 
4. Dyspnea—present in four cases. 

5. Dysphagia—present in two cases. 
6. Loss of weight—noted in all cases 


7. Anorexia—marked in two cases and 
present to a lesser degree in the others. 

8. Weakness—present in all cases, and 
in four of them to a degree which rend- 
ered the patient bedridden. 


9. Frothy 
one case. 


expectoration—present in 


10. Nausea and vomiting—present in 
two cases. 


11. Constipation—marked in an ab- 


dominal aortic aneurysm case. 
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12. Expansile abdominal tumor—in 


one case. 
13. Threatening rupture—in two cases. 


14. Numbness in the left arm—com- 


plained of in one case. 


15. Engorgement of the neck veins— 
particularly marked in three of the cases 
of thoracic aneurysm, and in one case pro- 
ducing a “cervical caput medusa.” 


16. Inequalities in the pulses—present 
in all of the thoracic aneurysm cases with 
almost complete abolition of radial pulses 
in two cases. 


17. Interference with circulation through 
the carotid arteries—present in four cases. 


18. Roentgen evidence of aneurysm— 
seen in all cases. 


19. Erosion of the vertebral column— 
in four cases. 


20. Enlargement of the heart—noted 
in three cases. 


The duration of signs or symptoms be- 
fore operation varied from two months to 
two years. In some instances, the pres- 
ence of one or more of the conditions listed 
above made the operative procedure rather 
difficult, and required the use of local in 
all but one case, in which latter, rectal 
anesthesia was employed. 


tas 





Fg. 2. Diagrams further illustrating absent or 
ished wall pressure. 


dim- 
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Fig. 3. Illustrating the surgical anatomy concerned in 
jugulo-carotid anastamosis. 


In this personal series, carried out at 
Charity Hospital, four colored males rang- 


ing in age from 30 to 52 years and hav- 
ing aneurysms of the aortic arch, were 
brought to the operating room with the 
intention of forming an arteriovenous fis- 
tula between the common carotid artery 
and the internal jugular vein. In three of 
these cases, it was possible to complete the 
procedure. One of the latter three patients 
had marked orthopnea, cough, and pul- 
monary edema, so that it was necessary to 
perform tracheotomy in order to allow the 
passage of a piece of rubber tubing be- 
yond the point of tracheal compression. In 
one instance, the operation could not be 


completed, death occurring on the operat- | 


ing table just at about the time the carotid 
sheath structures had been exposed, and 
even before trial compression of the carotid 
artery. Death in this case seemed due to 
mechanical interference with respiration, 
incident to having the patient in a semi-sit- 
ting, rather than in an erect-sitting posi- 
tion, and to the failure of a damaged heart. 


In addition to these cases of thoracic 
aneurysm, a jugulo-carotid fistula was 
made in a colored woman 44 years of age, 


with a tremendous pulsating abdominal ‘ 


aortic aneurysm, originating in the region 


of Arteriovenous Fistula for Relief of Aneurysm 


of the celiac axis and producing severe 
pain and erosition of the vertebrae, and 
being, apparently, on the verge of rup- 
ture. Although, in this case, the fistula 
was made proximal to the aneurysm, it 
was hoped that some relief would follow 
lowering of blood pressures, and decreas- 
ing the amount of blood-flow through the 
aneurysm. Even though not utilizing the 
principles underlying Babcock’s procedure, 
some temporary relief was afforded, and 
post-operative observations could be made, 
which were impossible in the thoracic 
aneurysm cases on account of such factors 
as interference with circulation through 
the arch of the aorta, and proximity of 
the aneurysm to the heart. The formation 
of a lateral fistula between the femoral 
vessels, in Scarpa’s triangle, would be the 
more rational procedure in most cases of 
abdominal aortic aneurysm requiring surg- 
ery, in spite of the undesirable venous en- 
gorgement of the lower extremities which 
would result thereby. 


A summary of the mortality results in 
patients in which the operation was com- 
pleted is as follows: The first patient 
(George Washington) lived comfortably 
for eight months following operation, and 
died suddenly somewhere outside of New 
Orleans. The second patient, (Clem Mel- 





Fig. 4. 


Showing stages in the formation of the arterio- 
venous fistula. 
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Fig. 6. 


Roentgenogram in case No. 1. 


vin), lived three months following opera- 
tion. The third patient, (Gus Scott), died 
on the operating table. The fourth patient, 
(Nettie Jones) the abdominal aneurysm 
case, lived a little over one month, but 
showed -no remarkable improvement fol- 
lowing operation. The fifth patient (Hen- 
ry Dison) in which it was necessary to 
perform tracheotomy, to allow completion 
of the anastomosis, died seven hours after 
operation. 
POST-OPERATIVE OBSERVATIONS. 

There were three cases in which post- 
operative observations could be carried out 
for some time. The results obtained in 
these cases were as follows: 


1. Functioning arteriovenous fistulae 
were secured, and these fistulae continued 
patent until the time of death, except in 
one instance. An interesting feature noted 
in this patient (George Washington) was 
that, even following the spontaneous closure 
of the fistula, two and a half months af- 
ter operation, the patient continued to im- 
prove and was comparatively free of severe 
symptoms. The temporary reduction of 


wall pressure in the aneurysm while the 


fistula was functioning may have favored 


reparative fibrosing processes in the sac. @ 


A consideration of this feature suggests 


the possible advisability of subsequent in- , 


tentional suppression of the fistula in some 
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cases. McCarthy, in reporting a case in 
which a similar phenomenon was noted, 
suggested that the sectioning of periarter- 
ial sympathetics when the carotid is di- 
vided at operation might account for such 
an occurrence as this continued relief of 
pain. 


2. Relief of pain was obtained in vary- 
ing degres, making it possible to reduce, 
or discontinue, the use of sedatives. 


3. Relief of orthopnea, and lessening 
of dyspnea, was marked in two patients. 

4. Improvement in appetite and gain in 
weight and strength occurred following 
operation in the thoracic aneurysm cases, 
enabling the patients to be up and about, 
whereas, beforehand they were totally dis- 
abled. 


5. Marked lessening of cough was 
prominent in one case (Clem Melvin) in 
which this symptom had been prominent. 


6. Relief of engorgement of the neck 
veins, was particularly marked in the 
thoracic aneurysm cases. 


Parallel with the results already men- 
tioned, the following collateral observa- 
tions were made: 


ROENTGEN-RAY OBSERVATIONS. 


Skiagraphs in these cases, as in most 
other cases which have been reported, did 





Fig. 8. 


Roentgenogram in case No. 2 before operation. 
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Fig. 9. Roentgenogram in case No. 2 following operation, 
showing lowering of height of aneurysm. 


not show any remarkable diminution in 
the size of the aortic aneurysm following 
operation. In two cases in which this was 
particularly noted, there was an apparent 
paradox, as the patients were much im- 
proved. Considering the rigidity of the 
wall of the aneurysmal sac, it would hard- 
ly be expected that much diminution in 
size would occur. The relief of pain in 
these patients would, therefore, seem to 
be due more to reduction in tension and 
expansile pulsation. In the skiagrams of 
one case, however, there was noted a defi- 
nite lowering of the height of the 
aneurysm. During the time observations 
were carried out, roentgen-ray evidences 
of cardiac enlargement following forma- 
tion of the fistulae were not marked. 


BLOOD PRESSURE OBSERVATION. 


In the cases in which satisfactory deter- 
minations could be made, a maintained 
lowering of both systolic and diastolic 
pressures of from 20 to 30 mm Hg. was 


presence of the fistula. A Corrigan type 


» pulse would indicate lack of cardiovascular 
' compensation or accommodation. 


In several cases in this series, interfer- 


, ence with circulation through peripheral 
F vessels made blood pressure observations 
’ very unsatisfactory or impossible. In the 


abdominal aortic aneurysm case, attempts 
were made to obtain occilometric blood 
pressure readings in the lower extremities, 
in order to study the effects noted by Hill 
and Flack, but these determinations were 


. rather unsatisfactory. 


ELECTROCARDIOGRAPHIC OBSERVATIONS. 


Electrocardiographic tracings were made 
in several cases and were interpreted as 
showing no remarkable changes incident 
to the formation of the arteriovenous fis- 
tulae. In one case, there was an increase 
in the left ventricular predominance already 
existing before operation. 


PULSE OBSERVATIONS. 


Two of the patients showed increase in 
pulse rate following formation of the fis- 
tula. In one case (George Washington) the 
pulse rate before operation was consider- 
ably elevated on account of restlessness, 
the considerable pain which he suffered 
in spite of sedatives, and his generally 
poor condition. There was no change in 


noted, the pulse pressures remaining about | : 


the same as before the formation of the 
fistula. This equality of the pulse pressure 
before and after the formation of the 
fistula corresponds to the observations of 
Hoover and Beams, who noted the same 
blood pressure relationships on compres- 
sion suppression of some arteriovenous 
aneurysms, indicating compensation on the 





Fig. 10. Roentgenogram in case No. 3 showing associated 
bronchiectasis. 
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Fig. 11. Roentgenogram in case No. 4 showing large 
abdominal aneurysm, and erosion of lumbar vertebrae. 


pulse rate following operation in this 


man, probably because the improvement 


in the conditions existing pre-operatively 
resulted in a counter-balancing of the in- 
crease in rate which the formation of the 
fistula would usually produce. 


* AUTOPSY FINDINGS. 


Necropsy was performed on two of the 
cases. The sites of anastomosis were ex- 
amined and found in very satisfactory con- 
dition, with no thrombosis within the 
lumens of the vessels. Erosion of the verte- 
brae was noted, and large aneurysmal sacs 
filled with blood clots were seen, corre- 
sponding in appearance to what would be 
expected from ante-mortem studies. The 
hearts in the autopsied cases were not 
grossly enlarged. The lungs, livers, spleens 
and kidneys showed rather marked con- 
gestion. 


COMPLICATIONS. 


Complications liable to occur incident 
to carrying out such a procedure as de- 
scribed in this paper, with suggestions 
which may minimize, or avert, their de- 
velopment are: 


1. Cerebral anemia, or ischemia: poor 
circulation through one or the other, or 
both carotids, due to interference with 
blood flow through the innominate, or 
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proximal portion of the left common caro- 
tid artery, presented a problem in several 
cases. It has been the practice to make 
the fistula on the side with poorer carotid 
circulation, in order to minimize the 
chances of, embarrassing cerebral circula- 
tion, even at the hazard of a resulting poor- 
ly functioning fistula. In all cases in this 
series the fistula was made on the right 
side. Trial compression of the carotid, 
which it is expected will be used, should 
always be done, before its ligation, or divi- 
sion. 


2. Cerebral embolism may result from 
thrombosis in the cartoid vessel, cephalad 
to the point of ligation and division. To re- 
duce the liklihood of this occurrence, liga- 
tion and division should be done as far as 
possible caudad to the bifurcation of the 
common carotid. 


3. Injury to the vagus nerve must be 
guarded against by careful and painstak- 
ing procedure. 


4. Asphyxia may supervene if the 
patient is made to lie flat on the operating 
table, and is especially liable to occur if an 
attempt is made to place the head and 
neck in the position which would be opti- 
mal for carrying out this: operative pro- 
cedure. To avoid respiratory embarrass- 
ment, it is, therefore, necessary in some 
cases to operate with the patient in a 
sitting or semi-sitting position. Occasional- 
ly, in the presence of marked tracheal com- — 
pression, a tracheotomy tube must be in- 
troduced. 


5. A poorly functioning fistula, or spon- 
taneous closure of the fistula, may be re- 
sponsible for little or no benefit resulting 
from the procedure. The chance of this 
occurrence can be reduced to a minimum 
by careful technique. 


6. Hemorrhage resulting from injury 
to the enlarged, thin walled neck veins, 
must be guarded against by painstaking 
dissection. Hemorrhage from the suture 


‘line is usually not troublesome, on ac- 
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Fig. 12. Roentgenogram in case No. 5. In this case it 
was necessary to perform tracheotomw to allow completion 
of the anastamosis. 


count of the low pressure in the jugular 
vein, although sclerotic changes or soften- 
ing of the walls of the artery and thinness 
of the wall of the vein, in these cases, call 
for care in introducing the sutures. 


7. Right sided heart failure and pul- 
monary edema may result from too sud- 
den release of the compression of the 
carotid artery, so obviously, this must be 
avoided. 


8. Sudden death of the patient, due to 
over exertion or rupture of the aneurysm, 
must be insured against by careful hand- 
ling to and from the operating table. 


In addition to the consideration of the 
difficulties and complications likely to be 
met with in carrying out this procedure, 
the untoward cardiovascular effects inci- 
dent to the existence of an arteriovenous 
fistula must not be lost sight of. In an 
exhaustive study, Dr. Matas (3) has re- 
ported on the systemic or cardiovascular 
effects of arteriovenous fistulae, in a paper 
based on his personal experience and ob- 
servations in 44 cases. He has also made 
a comprehensive review of the important 
literature which has accumulated concern- 
ing these fistulae. In this paper he calls 
attention to the clinically observable card- 
iovascular ill-effects, produced by such a, 


fistula, in almost all cases where it has 
existed for a considerable time, and in 
some cases in which it has existed for only 
a short time. The deleterious effects are 
generally directly proportional to the size 
of the fistula and its proximity to the 
heart. 


In considering the demonstrable effects 
of arteriovenous fistulae, Branham’s im- 
portant bradycardic phenomenon is stress- 
ed by Matas. Besides the clinical evi- 
dences of the effects of an arteriovenous 
fistula, he alludes to fluoroscopic, roent- 
genographic, electrocardiographic, and oth- 
er polygraphic findings, which definitely 
show cardiovascular changes usually re- 
sulting from a functioning fistula. 


In the cases in my series, the primary 
aneurysm had produced, and continued to 
produce, even after the formation of the 
fistula, cardiovascular changes which made 
it difficult to determine what part of the 
post-operative findings were do to the crea- 
tion of the fistula. Also, the large size of 
the aneurysms, the damaged hearts, the 
interference with circulation through peri- 
pheral vessels, and the lability of the 
cardiovascular system, as well as the gen- 
eral condition of the patient in some in- 





Fig. 14. Photograph showing the anastamosis removed 
from one of the cases at autopsy. 
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stances, made examinations and observa- 
tions difficult, or impossible, to carry out 
and interpret properly. Hoover and Beams, 
and Le Conte and Oury have attempted 
to outline criteria by which the cardio- 
vascular changes independent of the pres- 
ence of an arteriovenus fistula, might be 
determined. 


Whereas, at present, in the instance of 
the early, or almost symptomless aneu- 
rysms, it would seem inadvisable to per- 
form this operation, yet, I believe that if 
under conservative treatment, cases with 
aortic aneurysm do not improve, or at least 
remain stationary, then operation may be 
justified with the hope of obtaining bet- 
ter results than can be expected in the 
moribund type of cases which were ope- 
rated on in this series. At present, there 
are no definite data to indicate in just 
which cases, and at just what time, the 
procedure is indicated, that is what de- 
gree of involvement, or rate of increasing 
severity of signs and symptoms produced 
by the private aneurysm, indicates or 
justifies resorting to surgical intervention. 


From the very nature of the many fac- 
tors concerned in aortic aneurysm, it will 
no doubt be difficult ever to reach reliable 
constant, and uniformly applicable indica- 
tions for radical surgery. If carried out too 
early, we may be substituting a condition 
just as undesirable as the primary one. 


SUMMARY. 


1. The method suggested by Wayne 
Babcock for treatment of aortic aneurysms 
by the formation of a distal arteriovenous 
fistula is reiterated, and the rationale of 
this procedure is considered. 


2. The difficulties met with in carrying 
out this procedure, complications likely to 
ensue, and the cardiovascular changes pro- 
duced by an arteriovenous fistula; are out- 
lined. 


447 


3. The indication for the procedure is. 
suggested. 


4. Several cases in which the method 
has been carried out are summarized. 


5. The formation of a side to side ar- 
teriovenous fistula between the femoral 
vessels is suggested as a rational procedure 
in cases of abdominal aortic aneurysm in 
which surgery seems indicated. 

CONCLUSIONS. 

1. Considering the incontravertible ill- 
effects frequently produced by an arterio- 
venous fistula, and the operative risk at- 
tendant upon the intentional formation of 
these fistulae, it is hardly expected that the 
method will be justified, or serve better 


than non-surgical handling, in very early 
cases of aortic aneurysm. 


2. I believe that the procedure has a 
valuable and sufficiently beneficial effect 
to warrant its application in some cases of 
aortic aneurysm with advanced signs or 
distressing symptoms, in which some sort 
of surgical intervention is called for. 
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DISCUSSION.* 
Dr. S. Chaillé Jamison (New Orleans): I 
should like to comment on one of these cases at 
the risk of anticlimax. 


One of these cases came from my service. We 
have learned after considerable observation of 
such aneurysms that, just as Dr. Matas said, a 
good many of them make rather surprising im- 
provement under the proper medical treatment. 
On the other hand, and it can be demonstrated 
nearly every day, a great many of these patients 





*The remarks of Dr. Matas, who opened the 
discussion of this paper, have been enlarged and 
are printed in this number of the Journal as a 
paper. 
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simply go from bad to worse, as this particular 
case did. 


Morphine did not relieve him; even to the point 
where the nurse had to be pumping so much 
morphine into him that any more would have 
resulted in death. We could not relieve the pa- 
Dr. Storck and I talked 
We felt that the man was going 
Dr. Storck suggested this 
I thought it only 
humane to give him some relief, but did not ex- 
I am sure Dr. Storck did not 

The patient was sent back to 


tient by any method. 
the matter over. 
to die in a week or so. 
operation and I consented. 


pect any cure. 
expect any cure. 
our ward entirely comfortable and stayed so for 
two or three weeks. He had a definite thrill near 
the site of the arteriovenous fistula, which event- 
ually disappeared. The fistula had not closed for 
several weeks. The relief to this particular pa- 
tiemt was very striking. 


I submit to you that it takes a very brave man 
to say that more than one per cent of aortic 
aneurysms are going to get well, and most of 
those that we see not only die, but they die a 
miserable death, and we cannot keep them from 
dying miserably. I submit to you that a death 
from congestive heart failure is far easier and 
more gentle a death than one from the horrible 
pain of aortic aneurism. 


I believe this procedure has a real place until 
something better is shown to us. 


Dr. Ambrose H. Storck (closing): I hope I 
have made it clear that I have not advocated or 
carried out this. procedure except in cases suf- 
fering from very distressing symptoms. I think 
we all agree, and it has been well demonstrated, 
this procedure results in substituting a condition 
as bad as the primary one, if done in early cases. 
It is only in cases where relief cannot be afford- 
ed by sedatives or other medical treatment that 
this procedure should be applied. In these cases 
I think reduction in pulsation and reduction in 
tension certainly have relieved a few patients 
temporarily. 


I believe this procedure is in a category with 
such palliative operations as gastrostomy in cases 
of obstructive lesions of the pylorus, or sigmoid- 
ostomy or cecostomy in obstructing carcinoma 
of the rectum. 
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ON THE TREATMENT OF AORTIC 
ANEURYSM BY THE METHOD 
OF JUGULO-CAROTID ANAS- 
TOMOSIS: A DISCUSSION.* 


RUDOLPH MATAS, M. D., 
NEw ORLEANS. 


The operation for the cure of aortic 
aneurysm, which Dr. Storck has fully 
described, is based on the novel principle 
that, by transferring the volume, force, 
and velocity of the arterial current to the 
venous system, the general arterial tension 
will be diminished and the intra-aneu- 
rysmal pressure correspondingly reduced. 
This is accomplished by creating an 
arterio-venous anastomosis by an end-to- 
end suture between the common carotid 
and the internal jugular vein. In this way, 
the arterial current which carries one half 
of the supply of blood to the brain is short 
circuited and poured directly and entirely 
into the veins. The immediate effect of 
the inpour of the whole volume of cartoid 
flow into a vein, so close to the heart as 
the internal jugular, is to increase the 
volume, the speed, and the tension: of the 
venous current as it enters the heart. With 
the increased volume and velocity of the 
venous stream, the intracardiac pressure in 
the right side of the heart is proportion- 
ately increased and the heart reacts to this 
hypertension by dilating its cavities and 
quickening its pace. Since increased input 
must be followed by increased output, in 
order to maintain the balance of the circu- 
lation, the work of the heart is increased 
in transferring the burden from the right 
to the left side. Again the. work of the 
heart is increased to force an added volume 
of blood into the aorta in the effort to 
supply the distant parts, which would 
suffer through the fall in the arterial 
blood pressure, caused by the blood lost at 
the anastomosis. The immediate result is 





*Transcript of the stenographic report of the 
discussion following the reading of Dr. Ambrose 
Storck’s paper at the meeting of the Orleans 
Parish Medical Society on May 25, 1931. Read 
and approved by the author. 
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the dilatation of both sides of the heart, 
followed by compensatory hypertrophy. 


An accelerated heart beat and a lowered 
arterial pressure are the reactions which 
testify to the extra labor imposed upon the 
heart, provided the heart is normal and 
healthy enough to react to the sudden 
strain put upon it. 


Cardiac changes are the more marked 
the nearer the arterio-venous communi- 
cation is to the heart and the greater 
the volume of arterial blood that goes 
through it. 


We should also remember that in aortic 
aneurysm the heart is almost invariably 
diseased and is not capable of compen- 
sating for this extra labor as in normal 
individuals. This fact determines the dura- 
tion of the period of adjustment to the 
new conditions. Sometimes the heart fails 
altogether after a brief attempt at ad- 
justment, in others the mechanism of 
adjustment is prolonged for a more or 
less greater length of time, depending 
upon the nutrition and resistance of a 
robust myocardium. But ultimately all 
cases of arterio-venous fistula of large size, 
involving the vessels close to the heart, 
suffer from myocardial decompensation. 
As well demonstrated by Lewis and others, 
the cardio-vascular effects of an established 
and large arterio-venous communication 
are identical clinically and pathologically 
with those of aortic regurgitation, and, as 
occurs in this condition, the myocardium 
suffers retrogressive changes from an in- 
sufficient coronary supply. 


The work that has been done in this 
field in recent years is immense and 
constitutes one of the most important acqui- 
sitions of modern cardio-vascular pathology. 
We now know that, when an arterio-venous 
fistula is established experimentally or as 
the result of congenital, traumatic or 
pathological conditions, the foundation is 
laid for a cardio-vascular disease which is 
the end terminates fatally. We have also 
learned that these systemic cardio-vascular 


effects constitute, and have come to be, one 
of the most important indications for the 
early surgical treatment of arterio-venous 
aneurysm. 


There has been much discussion as to the 
mechanism by which an arterio-venous 
fistula damages the heart and ultimately 
the whole vascular system. But there can 
be no question regarding the clinical fact 
that a reversal of the circulation through 
a free arterio-venous communication be- 
tween a large artery and vein, especially 
when near the heart, will lead to definite, 
degenerative cardio-vascular lesions, which 
ultimately prove fatal. 


Quite apart from the mass of experi- 
mental evidence which has accumulated on 
this subject, the vast experience of the 
world war in traumatic arterio - venous 
aneurysm has furnished the material for 
a conclusive demonstration of this clinical 
fact. We need go no further than my own 
numerous observations at the Charity 
Hospital, as I have recorded them in 
various publications, to prove that the 
human organism can never be indifferent 
to the damaging effect of a reversal of the 
circulation through an arterio- venous 
fistula. 


It is, therefore, surprising that, with the 
probable exception of Dr. Storck, the advo- 
cates of this operation have paid little or 
no attention to this vital phase of the 
question. 


The conclusion that we derive from this 
discussion is that the surgeon, in attempt- 
ing to decompress an aortic aneurysm by 
this procedure is adding a new pathologic 
state to that already existing, which, in 
the long run, if the patient survives the 
operation, will prove as dangerous to life 
as the aneurysm which it was intended to 
relieve. 


Apart from the secondary cardio-vascu- 
lar evils that result from the establishment 


+Matas, R. On the systemic or cardio-vascular 
effects of arterio-venous fistulae. Int. Clinics 
Series, 2:1925, 55-101. 
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of a large arterio-venous anastomosis, there 
are primary and immediate dangers in its 
performance which cannot be overlooked. 
It is notorious that fully 10 to 25 per cent 
of the ligations of the common carotid 
arteries after middle life are liable to fatal 
cerebral complications. And this is par- 
ticularly true of the syphilitic and ar- 
terio-sclerotic patients who develop aortic 
aneurysms. It is not surprising, therefore, 
that some patients have died on the table 
when half of the arterial supply of the 
brain had been suddenly cut off by the 
division and ligation of the carotid neces- 
sitated by this procedure. To provide 
against this risk, no patient should be 
operated on in this way without first 
testing the efficiency of the collateral cir- 
culation of the circle Willis by some of 
the methods that I and others have devised 
for this purpose; a preliminary precaution 
which has not yet been done in any case 
of this operation that I have seen reported. 


But, outside of the cardio-vascular path- 
ology that is initiated by this operation, 
the most important question is that which 
relates to the effect of the operation upon 
the aneurysm itself—i. e., what curative 
effects can be expected from it? The 
claim is made that, by increasing the 
velocity of the blood stream flowing 
through the sac, collateral or expansile 
pressure in the aneurysm is diminished. 
It is presumed that, in this way, the 
intra and extra aneurysmal pressure effects 
are relieved, that the risk of rupture is 
minimized. 

But, even if this relief is obtained, which 
is far from certain in every case, such 
symptomatic relief can only be more or 
less temporary, as long as the aneurysmal 
disease is not cured. In considering this 
phase of the question, we are told that the 
chief curative merit of the operation lies in 
the fact that it increases the velocity of 
the bloodstream in the aneurysm, which is 
contrary to everything that we have 
learned in the past of Nature’s mode of 
cure. Nature’s method is to obliterate the 


aneurysmal sac by gradually filling it with 
clot. This is accomplished, when the con- 
ditions are favorable, by a retardation or 
slowing of the current which in turn favors 
the deposition and stratification of the 
active or laminated clot and it is this clot 
which ultimately cures the aneurysm. When 
aneurysms are cured spontaneously, it is 
primarily by stasis and not by increasing 
the velocity of the circulation in the sac, 
and this reasoning applies to all aneurysms 
but is most obvious in the sacciform 
aneurysms, which constitute the great 
majority of those developed in the aorta. 


Whatever has been done therapeutically 
in the past for the cure of aortic and other 
surgically inaccessible aneurysms has been 
directed at retarding the circulation and 
putting obstacles in the way of the blood 
stream in imitation of Nature’s process. 
In dealing with aortic and other inoperable 
aneurysms, rest and diet are fundamental 
principles. Rest in bed to slow the pulse 
and reduce the arterial tension. This is the 
basis of the dietetic treatment which origin- 
ated with Valsalva, Billingham, and Tuff- 
nel in the eighteenth and early nineteenth 
centuries. These reduced the fluid and food 
intake to a minimum compatible with life. 
To these treatments frequent bleedings 
were added to lower the activity of the 
circulation. By these means, the viscosity 
and coagulability of the blood was also in- 
creased, thus favoring the deposition of 
clot. While these treatments have been 
modified in our times by excluding the 
blood-letting and lessening the severity of 
the old regime, the fundamental principles 
remain the same. 


In this connection, I am reminded of an 
old story which tells how Valsalva, one of 
the most famous of the Italian physicians 
of the eighteenth century, cured some of 
his aneurysm patients by starving them. 
Valsalva was holding a clinic on the med- 
ical treatment of aneurysm at Imole. A 
poor peasant with a large aneurysm of the 
neck, probably an inominate or carotid, 
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was one of the subjects of the lecture. The 
man listened attentatively when the teacher 
said that some aneurysms could be cured by 
diet and rest, provided the patient would 
endure the hardship of the treatment. Little 
sips of water, a few spoonfuls of claret, a 
dry crust of black bread, and a bite of dry 
meat here and there—just enough to keep 
body and soul together—with flat rest in 
bed—that would cure an aneurysm in the 
right sort of man. About six months after, 
he was surprised to see an emaciated man 
come up to talk to him, then kneel down 
before him and kiss his coat. Valsalva said, 
“What is the matter?” To which the 
patient said, “Why, don’t you know, caro 
professore, you have saved my life?” “What 
did you do?” queried Valsalva. “Just what 
you said,” replied the patient. “Just starved 
and stayed in bed.” The aneurysm had 
subsided and no longer pulsated in the neck. 
This may be a good story, but it illustrates 
the fact that aneurysms can cure sponta- 
neously; and there are too many well 
authenticated records of cures in the his- 
tory of the famous old Dublin masters, 
Tuffnel and Billingham, and others, to 
doubt that diet and rest will do it. 


It seems to me quite apparent that the 
increased velocity of the blood stream, 
obtained by the jugulo-carotid anastomosis, 
can only serve, if it is at all effective, to 
counteract the natural tendency to the 
deposition of laminated clot, which is so 
necessary to reinforce the stretching sac 
and protect its walls as a buffer against 
the constant impact of the systolic wave 
and otherwise aid in Nature’s defensive 
work. While we fully realize that the ideal 
conditions which favor the spontaneous 
cure of aneurysm are difficult to obtain, 
and that for this reason spontaneous cures 
are relatively rare, we do not see how the 
new method has in any way improved the 
prospect of cure in this disease. 


Much stress has been laid by the advo- 
cates of this operation on the symptomatic 
relief to a few of the patients who have 
survived it. But how many have survived 
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it, how long have they survived, and how’ 
long has this symptomatic improvement 
been maintained? An inquiry into the 
facts is not calculated to make us enthu- 
siastic as to the final results. As far as 


I have been able to ascertain, Dr. Babcock 
performed the first operation on Septem- 
ber 21, 1925, consequently the first opera- 
tion performed by this method is not 
more than five years old. This patient 
was reported by Dr. Babcock as so much 
improved after the operation that he had 
been able to return to his work as an 
automobile mechanic. He reported this 
case five months after the operation, but 
he then commented that the “patient had 
some return of pain with increased blood 
pressure, but this did not prevent his doing 
active work.” The ultimate fate of this 
patient is not known, at least Dr. McCarthy, 
who quotes this case in his comprehensive 
paper on this operation, published in the 
Annals of Surgery, February, 1930, gives 
us no information as to the end results. 
Dr. McCarthy himself reports eight patients 
operated by himself and other surgeons in 
Philadelphia. Of these, four died, two im- 
mediately, practically on, the operating 
table, and two shortly after the operation 
(25 per cent immediate, and 50 per cent 
total mortality). Four patients had sur- 
vived a period of five to seven months at 
the time of the report, two sufficiently 
relieved to return to their work, but judg- 
ing by the reports, there is no proof 
that in any of these the aneurysm was 
cured; and it is now eighteen months 
since Dr. McCarthy’s report was  pub- 
lished, it is not certain what the final fate 
of these patients has been. Dr. Storck, 
who operated on five patients, including 
one incomplete operation, tell us frankly 
that none of these is living at present, 
despite the marked symptomatic improve- 
ment that followed in some of his cases. 

To sum up the evidence, as far as obtain- 
able, there is a total of thirteen operated 
cases, with five survivals of five to seven 
months, but with no certainty of their fate 
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since the date of their publication (Febru- 
ary, 1930). This certainly is not a showing 
that would seem to justify the statement 
that this operation “may revolutionize the 
treatment of these cases,” or that “it is 
safe to prognosticate that this operation 
(in earlier cases) will be of immense value 
in heretofore hopeless aortic aneurysm.” 
(McCarthy.) 


The same claims and hopeful expecta- 
tions have been held for many other 
methods of treatment, which are based on 
an entirely contrary principle. The same 
symptomatic relief has been claimed by 
many of the older and discarded medical 
and surgical methods of treatment— 
aneurysms treated by diet and _ rest 
(Valsalva, Tuffnell, Billingham), distant 
ligations (Brasdor, Wardrop, Guinard), 
wiring and electrolysis (Moore-Corradi), 
and even simple subcutaneous gelatin in- 
jections (Lancereaux)—have yielded pro- 
portionately a far greater number of 
symptomatic cures and seemingly perma- 
nent cures than by the method which is 
now under discussion, and certainly with 
infinitely less risk to the patient. 


Why even Albert Abrams, the celebrated 
author of “Spondylotherapy” and the elec- 
trotonic treatment, claimed that by simple 
percussion over the seventh cervical verte- 
bra he had been able to give symptomatic 
relief and cured aortic aneurysm in a far 
greater number of cases than had been 
recorded by other methods of therapy. 


None the less, a great majority of 
the patients symptomatically relieved ulti- 
mately die of aneurysmal disease. 


Many fallacies underlie the symptomatic 
cures. In many cases the relief is only 
temporary and often only psychic. One of 
the observations made by Dr. Storck is 
impressive. In one of his patients, who 
had apparently been much relieved by the 
operation, it was found that the anasto- 
mosis had been occluded by a thrombus and 
had ceased to function while the patient 
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had claimed great relief. I am satisfied 
that in several cases the patients on whom 
I have used Colt’s method of wiring in 
thoracic and abdominal aneurysms the tem- 
porary relief expressed by the patients has 
been largely due to the new hope given 
them by the operation. We should remem- 
ber that often changes occur spontaneously 
in the interior of the sac which retard its 
progress and prevent its development. It 
is not at all rare to see working men and 
women with advanced aortic aneurysms 
return to their work after a period of 
hospital rest and symptomatic treatment 
and continue their laborious tasks for 
weeks and months without serious com- 
plaint and yet without undergoing any sort 
of palliative operation. 


Because a patient survives months and 
years after an aortic aneurysm has been 
established does not mean that the aneu- 
rysm has been cured. Many of these 
remain probably latent and are fairly well 
tolerated despite the active occupations of 
the patient. I well remember the case of 
a German tailor, aged 54, whom I attended 
30 years ago for a very large aneurysm 
involving the whole arch of the aorta. He 
survived the disease for over eight years 
after I had recognized it. Despite marked 
pressure signs and symptoms, and long 
periods of intrathoracic pain, spasmodic 
cough and dyspnea, he invariably rallied 
and resumed his work and continued to 
attend his customers in his shop, until 
about 2 weeks before his death, when 
periods of severe paroxysmal pain and 
dyspnea came on. He would rest for one 
or two weeks, fast on a very low diet and 
take large doses of potassium iodide which 
had a very happy effect in relieving his 
pain and cough. Only occasionally was a 
hypodermic of morphia required to give 
him rest at night. He invariably rallied 
from these periodic attacks and returned 
with remarkable activity and cheerfulness 
to his work. 


Sometimes a clot is detached which 
blocks the outlet of the sac; or the tumor, 
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in growing, compresses the proximal or 
distal trunk of the artery that supplies it 
and in this way the circulation of the sac 
is reduced. More often it is the gradual 
deposition of laminated clot in the walls of 
the sac that strengthen these at the weakest 
points. Dr. G. H. Colt, of St. Bartholo- 
mew’s Hospital, London, has published 
(1927)! the most complete study of the life 
history of the aortic aneurysms. This 
great work embraces the statistics of 1202 
aortic aneurysms, collected from the clini- 
cal and autopsy records of a series of British 
hospitals. Of these cases, some 707 were of 
the saccular type, 503 occurred in male sub- 
jects of an average age of 42.04 years in 
whom the average duration of aneurysmal 
life was 19.13 months. In 72. saccular 
aneurysms in women, of the average age of 
40.22 years, the life period averaged 22.27 
months. In 112 abdominal aneurysms, in 
patients of the average age of 35.95 years, 
the average life duration was 18.12 months. 
At the age of 60, the expectation of 
aneurysmal life is twice that at 35. In 
37 thoracic aortic aneurysms, the duration 
varied from 50 to 180 months. In six 
abdominal aneurysms, the deviation from 
the average was from 50 to 132 months. 
The experience in this series, therefore, 
ranges from four to fifteen years. There 
are a number of cases reported in the 
literature in which the duration of life has 
been prolonged ten, fifteen, and twenty 
years. Recently Sir W. I DeC. Wheeler, of 
Dublin, reported a patient who had sur- 
vived seventeen years and seven months. 
I have one instance in my own experience 
in which the patient survived over fifteen 
years. This was the case of a medical 
friend who came to me with an aneurysm 
of the ascending aorta. The aneurysm was 
causing severe pain and other distressing 
symptoms and seemed to be advancing 
rapidly. Fluoroscopic examination revealed 
a large saccular aneurysms of the ascend- 
ing arch. I adopted Guinard’s distal 
ligation of the common carotid and sub- 
1 Colt, G. H: Clinical duration of saccular aortic aneu- 


— in British-born subjects. Quart. Jn’l. Med., 
37. 
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clavian arteries but substituted a removable 
aluminum band for the ligature on the 
common carotid. After waiting a week, 


and no cerebral disturbances appearing, the 
carotid band was allowed to remain as a 
ligature and another band was applied to 
the third portion of the subclavian. The 
pain subsided and the patient returned 
home much relieved. He kept a drug store 
and for a while was wheeled about in a 
rolling chair, which he soon discarded, and 
he gradually resumed his normal activities. 
He came to see me about a year later, when, 
on radiological examination, the aneurysmal 
sac was seen much contracted and hardened, 
judging by the diminished pulsation and 
greater density and opaqueness of the 
aneurysmal shadow. I heard from him at 
intervals for fifteen years and was begin- 
ning to believe that he had been cured, but 
last summer, 1930, I received the announce- 
ment of his death. He died after an acute 
thoracic illness of short duration. There 
was apparently no rupture, but as there 
was no autopsy I am not certain that it 
was the aneurym that caused his death, 
though I believe it was. 


Nowadays we have the fluroscope and 
the radiograph, and a sure diagnosis can 
be made early, at which time it would seem 
theoretically most desirable to operate. 
Surely if any operation is to yield curative 
results in aneurysm it is infinitely better 
to act before the sac has grown so large 
that it crowds and compresses the vital 
organs in the thorax or before distressing 
symptoms develop which would enormously 
complicate any operation in the neck, 
especially, one so delicate as an arterio- 
venous anastomosis of the jugulo-carotid 
vessels. Suppose we are dealing with an 
early incipient case in which there are no 
urgent or distressing symptoms. Suppose 
we operate by this method and the patient 
survives. What hope can we offer to com- 
pensate for the risk of an operation which 
gives no assurance or definite prospect of 
permanment cure; one which positively adds 
a new cardio-vascular pathology to that 
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which already exists and which, in the long 
run, will prove as fatal to the patient as 
the aneurysm itself? When there are no 
urgent and distressing symptoms, as in the 
very early cases, we cannot even justify 
the procedure asa palliative or tem- 
porary means of relief since there are no 
urgent symptoms to relieve. 


It seems quite clear that the evidence 
brought forward in support of this opera- 
tion as a curative procedure has no facts 
to prove its superiority over other methods 
of medical and surgical therapy that are 
now current in practice. 


In dealing with advanced cases, when 
thoracic pain, tracheal tugging, and other 
pressure signs and symptoms have made 
their appearance in the lugubrious scenario 
of the terminal stages of the disease, it 
might seem permissible to perform the 
operation in the hope of relief by a tem- 
porary decompression of the aneurysmal 
sac, just as we would perhaps perform a 
tracheotomy for temporary relief in 
case of inoperable cancer of the larynx. 
Under these circumstances, the older sur- 
geons of the seventeenth century lowered 
the arterial tension by bleeding. This 
sometimes had a very palliative effect. 
The present suggestion has the theoretical 
advantage of bleeding the patient in his 
own veins, but in so doing his heart is 
encumbered by a venous plethora which 
may fail to relieve and prove fatal. 


Waiving all these objections, the per- 
formance of an end-to-end vascular suture 
under these trying circumstances is no 
simple matter. In proof of this, we see 
that over 25 per cent of cases have died in 
the operative act. When there is tracheal 
tugging and the sac compresses the veins 
at the root of the neck, the bleeding is 
copious and can be controlled only by 
encumbering the field with many hemo- 


stats. The isolation of the carotid and 
jugular, sufficiently to permit of secure 
approximation and suture of the vessel 
ends, while the patient is gasping for 
breath, are all phases of the work which 
at times bristle with difficulties. It is 
quite a neat bit of surgery to do and it is 
only those who have been seasoned by long 
experience to this kind of work who can 
appreciate not only the technical merit in 
the performance, but the calm deliberation 
and patience required to bring it to a suc- 
cessful issue. Dr. Storck, a young surgeon, 
has had the enterprise and the ability to 
carry out this procedure successfully under 
the most trying circumstances, in not one, 
but in four cases. I congratulate him most 
heartily. I am also pleased to note that he 
has been modest in his appraisal of the 
value of this operation. Certainly much 
less assertive or dogmatically optimistic 
than others who have preceded him with 
less personal experience to back them. 


CONCLUSION. 

I trust it will be well understood that, 
while I see little to commend in this opera- 
tion, either in theory or in practice, I am 
far from condemning the enterprise of the 
distinguished surgeon who devised it or 
of those who followed his example. They 
have all been actuated by the very com- 
mendable desire to improve the conditions 
of the unfortunate victim of aortic aneu- 
rysm, a disease which is appalling in its 
frequency and mortality. What we are 


looking for, however, are facts, and I am 
sorry to say that the facts are against the 
operation. Medicine and surgery can still 
do much for these unfortunate patients, 
but the greatest hope for their redemption 
lies in the prophylaxis and treatment of 
the disease—syphilis (syphilitic aortitis), 
which is chiefly responsible for the exist- 
ence of aortic aneurysms. 
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THE CANCER CONTROL PROGRAM.* 
J. W. COX, M. D.,t 


NEw YorK. 
HISTORY OF PROGRESS. 

The records of thirty years give ample 
evidence that the control, cure and preven- 
tion of cancer up to the present time have 
depended entirely upon the education of the 
medical profession in the known and well 
established methods of diagnosis and treat- 
ment and upon the getting of correct infor- 
mation on the earliest signs of cancer to 
the people, so that when warned they will 
seek examination and treatment without 
further delay from the best informed medi- 
cal talent available. When both the medical 
profession and the public were ignorant, 
cancer throughout the world was a hope- 
less disease. 


One has only to read the records of the 
great surgical pathologists to learn that 
before 1890, because of the ignorance of 
the public and the incompleteness of the 
radical operation by surgeons, cancer was 
rarely cured and never prevented. 


Between 1890 and 1900 the radical oper- 
ation for cancer was developed in practi- 
cally all of its details. During this decade 
the dissemination of the details of the 
operative technic for cancer was very wide- 
spread, but the people were still ignorant. 
For this reason well trained teams in well 
equipped hospitals rarely accomplished a 
cure because the attack on cancer took 
place at a late and incurable stage. Up 
to 1900 the mental vision of most oper- 
ators was limited to diminishing the 
operative mortality and to eliminating 
wound infections. 


Following 1900 the bookkeeping of the 
final results began in a few institutions 





* Read before the Section on Hygiene and 
Public Health at the Sixty-fourth Annual Session 
of the Mississippi State Medical Association, 
Jackson, May 13, 1931. 

+ Field Representative of the American Society 
for the Control of Cancer, New York, N. Y. 


455 


like Johns Hopkins Hospital. Since that 
period Dr. Joseph Colt Bloodgood has made 
a continuous and careful study of these 
records. As early as 1900 he pointed out 
that the few living five year cases proved 
to be bright lights demonstrating the two 
great factors in the operative cure of can- 
cer—early intervention and the anatomi- 
cally complete removal as based on the 
knowledge of the pathology of the local 
growth and its possible infiltrations. In 
1902 and again in 1910 Dr. Bloodgood 
made similar summaries. In his 1910 sum- 
mary he was able to show a distinct im- 
provement in the per cent of five year 
cures. One factor, the need for early inter- 
vention, became more evident than ever. 


Up to this time there was no effort on 
the part of the medical profession as a 
whole to instruct the public on the neces- 
sity of knowing the early symptoms of 
cancer. In 1913 the American Society for 
the Control of Cancer was formed by a 
group of pioneers working in the cancer 
field. Immediately the Society began its 
work of broadcasting the correct informa- 
tion in regard to cancer. Dr. Bloodgood 
states “that since 1920 the improvement in 
the per cent of five year cures has been so 
great and startling in those communities 
in which the educational campaign has been 
most intense that there cannot longer be 
any doubt that, until we find a specific cure 
or preventive for cancer, the only method 
of control is through the education of the 
public.” 


In 1915 radium was beginning, both in 
this country and abroad, to be used ex- 
perimentally as a potential weapon against 
cancer. Its early use was confined to ad- 
vanced and inoperable cases. Dr. Forsell 
of the Radiumhemmet at Stockholm, who 
began the treatment of cancer of the uterus 
by local application of radium salts in 1910, 
was able to record statistically in 1920 the 
five year results of the inoperable cases 
treated during 1914 and 1915. His report 
to the Swedish Gynecological Society re- 








456 Cox—The Cancer Control Program 


sulted in a statement from them that for 
the time being they would cease to operate 
upon cancer of the cervix, thereby giving 
radiotherapy a chance of showing its worth. 
Since then only a few radical operations 
for eancer of the cervix have been per- 
formed in Sweden. Other clinics were not 
as fortunate as the Stockholm clinic. In 
order to secure a satisfactory number of 
cases from any one site for a statistical 
study cases were accumulated from 1915 to 
1924. Usually each institution was inter- 
ested in a different technic. Thus it was 
not until 1928, five years after the series 
closed, that many clinics began to release 
their first worthwhile statistical data on a 
comparatively large series of cases. These 
data were usually tabulated under the head- 
ings: operable, borderline, inoperable and 
all cases. The five year survivals were 
computed under each heading. Under car- 
cinoma of the servix the results from the 
Curie Foundation in Paris are as follows: 


(Early) —Stage I ............ 42% 5-year cures 
(Borderline)—Stage II -........... 28% 7 Lig 
(Inoperable)—Stage III ............ 10% ” ” 
All cases) 20% ad ° 


These figures correspond pretty generally 
with the results that are being obtained by 
skilled workers throughout the world. 


High voltage therapy, which began about 
1918, had the same small beginnings and 
period of statistical trial as did the use of 
radium. The results accomplished through 
its use in skilled hands, either alone or in 
combination with surgery or radium, give 
it distinct and high value. 


THE AVERAGE CANCER CASE. 

Although the entire world has received 
these favorable reports through their news- 
papers, the average case of cancer has 
received little benefit. Anxiously and hope- 
fully it has waited for the general medical 
profession to orient itself and change theory 
into practice. If individual effort on the part 
of a few could have applied this knowledge 
the problem would be well in hand today. 
However, few men have found their train- 


ing, experience and knowledge to be self- 
sufficient. On the other hand, highly special- 
ized men with minds sharply focused on the 
effectiveness of the services rendered, have 
produced the most satisfying results. 
Nowhere has this fact become so firmly 
established as in the cancer control research 
work and in the services rendered in certain 
cancer hospitals. 


It is evident, from various cancer studies 
in the United States, that the part now 
played by the average physician and by the 
average hospital will have little effect in 
reducing the rising incidence of and the 
death rate from cancer. Communities with- 
out the stimulating leadership of specialists 
doing cancer research work lag far behind 
in their care of the cancer patient. Rarely 
do hospital authorities on their own initia- 
tive seek to combine the present day 
knowledge of cancer with the skill of 
specialists. The feeble pleas for adequate 
facilities and equipment made by the few 
understanding physicians and surgeons and 
by a minority of the members of the hos- 
pital staffs, are usually received with 
diplomatic gestures. The underlying causes 
for the refusal are usually due to the ever 
threatening deficit which prevents nearly 
every hospital from accomplishing its best 
work and to the apathy of the average 
medical man on the subject of the control 
of cancer. 


The results in these communities are 
practically the same as those of twenty-five 
years ago. The average physician lives in 
the average community. He sends his 
patients to the average hospital, which 
lacks the necessary facilities and equipment 
considered necessary in 1931 for the effec- 
tive treatment of cancer. The results pro- 
duced are discouraging. The experiences 
encountered offer little encouragement to 
the average physician and surgeon to build 
up a faith in the possible control of cancer. 


Physicians in large cities having access 
to hospitals with adequate facilities fre- 
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quently are as pessimistic as their brother 
physicians in poorly equipped hospitals. 
In most of these better equipped hospitals 
cancer patients lose contact with the hos- 
pital soon after treatment. Little or no 
effort is made by the hospital authorities 
to advise and guide the discharged patients. 
Thus the quality and effectiveness of the 
services offered them can not be judged at 
a later date. The cures effected can not be 
determined. Occasionally the obituary of 
a former patient is brought to the physi- 


cian’s attention. The stimulating effect of 
knowing his successes is denied him. 


The cause of the pessimistic view enter- 
tained by the staffs of well equipped hospi- 
tals is usually found to be in the condition 
of the patient admitted. Patients who are 
admitted moribund and those who refuse 
treatment or fail to cooperate are few in 
comparison with the large number (75 to 
98 per cent) who procrastinate in securing 
a diagnosis and treatment. 


Less than 2 per cent of the cancer 
patients in Delaware report early for treat- 
ment. The figures for certain cancer hos- 
pitals in Philadelphia and New York are 
4.2 per cent and 25 per cent respectively. 
In cities in which only 2 or 4 cancer patients 
out of a possible 100 seek effective treat- 
ment early there is little opportunity for the 
services offered to be effective. Thus the 
most serious difficulty is that of getting can- 
cer patients at the earliest stage of the 
disease into the hands of those competent 
to make a diagnosis and expert in the treat- 
ment of cancer. Such skill is difficult to 
acquire and is not widely possessed. 


THE GENERAL PROGRAM. 

In order to cope with the deficiencies in 
the cancer services offered by general hos- 
pitals, the American College of Surgeons 
and the American Society for the Control 
of Cancer have pledged themselves to a 
definite program relative to their respective 
fields. 
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ORGANIZATION OF SERVICE FOR THE DIAGNOSIS 
AND TREATMENT OF CANCER IN GEN- 
ERAL HOSPITALS. 


Cancer clinics in general hospitals is the 
type of service which the Committee on the 
Treatment of Malignant Diseases of the 
American College of Surgeons believes to 
be the most effective method immediately 
available for improving the treatment of 
cancer throughout the continent and for 
diminishing its present mortality. 


While conditions differ markedly in 
different portiong of this country as to the 
resources available for the diagnosis and 
treatment of cancer cases, it is certain that 
for many years to come the vast majority 
of such cases in this country will be de- 
pendent upon the general practitioner, not 
only for the primary diagnosis of cancer, 
but for the subsequent treatment of the 
disease as well. With our present resources 
of surgery and radiation the majority of 
cases of early local cancer can be cured, 
whereas the advanced cases can receive no 
more than palliative treatment. 


The reason for the organization of these 
special cancer clinics is primarily the fact 
that the field of cancer diagnosis and can- 
cer treatment has developed so widely in 
the past few years that only by the organi- 
zation of a group of representatives of the 
different departments of the hospital can 
the full resources available at the present 
day for the treatment of cancer be made 
accessible to the individual patient. Many 
general hospitals are equipped with mate- 
rial and apparatus needed for the treatment 
of cancer, including high voltage roentgen- 
ray and a sufficient amount of radium, but 
a separate organization is required to make 
this equipment available for the cancer 
patient and to secure the necessary consul- 
tation and cooperation from the different 
members of the hospital staff who are in- 
terested and competent in this field. 


The additional expense involved in the 
maintenance of such a clinic in a hospital 
with adequate physicial equipment is im- 
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material, consisting chiefly of clerical and 
social service cost. It involves merely a re- 
distribution of the hospital in such a way 
as to bring the cancer cases into the hands 
of those members of the staff most in- 
terested in this work and best equipped to 
carry it on. 


A general hospital without adequate 
physical equipment and specialized person- 
nel should not engage in this type of serv- 
ice without careful consideration. Econo- 
mics can not be practiced in cancer work 
without detriment to the quality and ef- 
fectiveness of the service offered. In ad- 
dition to physical equipment a well trained 
team of five to ten specialists is required. 
These specialists include the following: 
clinician, tissue pathologist, gynecologist, 
radiologist, and a general surgeon, unless 
the field of surgery can be subdivided in- 
to the various specialties. The cancer serv- 
ice should be headed by an executive of 
wide training and experience in the diag- 
nosis and treatment of the disease, and one 
who can work with and co-ordinate the 
activities o ‘| departments. 


Such a plan does not necesarily involve 
segregation of cancer patients in one ward, 
but merely some supervision of the general 
treatment of cancer and especially the 
follow-up. The service must function both 
as a department of the out-patient division 
for ambulatory cases and for the house 
service. All tumor patients presenting 
themselves in the wards and in the out- 
patient departments should be included in 
this service. 


Representatives of surgery and of roent- 
gen-ray and radium therapy are associated 
in its conduct. New cases are discussed by 
representatives from these departments, 
and a plan of treatment, whether surgical 
or by radiation or otherwise, is determined 
upon. 


Many of the special operations and 
treatments advised are performed in the 
hospital by members of the tumor staff, 


but operations of a standard nature are 
frequently left to the regular surgical de- 
partment of the hospital. 


Better provision should be made for a 
system of record-keeping and analysis than 
that which is commonly found in general 
hospitals. 


Regular conferences of the entire staff 
should be held to discuss important cases, 
to determine the method of treatment, to 
observe the results of treatment, to analyze 
the causes of death and to determine the 
policy of the service. 


In general, a cancer clinic of this nature 
should be conducted in such a way that its 
services are available not only for charity 
patients, but for those who are able to pay 
in part or in whole the customary hospital 
and professional fees. To increase the edu- 
cational value of this service, physicians 
in private practice should be encouraged 
to bring their patients to the clinic for 
consultation, and in any case a report 
should be sent back to the physician in 
regard to every case which he sends to the 
hospital. His co-operation should be se- 
cured and maintained in the subsequent 
periodic examination and treatment of the 
patient. 


An otherwise good cancer service be- 
comes a failure unless an efficient social 
and nursing follow-up is maintained. This 
service is indispensable. 


The movement for the organization of 
such a clinic may originate within the hos- 
pital; it may be developed in response to 
the demand of the local medical profession 
for improved service in regard to cancer 
cases; or it may be promoted by such na- 
tional organizations as the American Col- 
lege of Surgeons and the American Society 
for the Control of Cancer. However it 
originates, such a clinic, if organized in 
accordance with these general principles, 
may become a part of the co-ordinated 
system of cancer clinics in which the 
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American College of Surgeons is interested 
and to which the College stands ready to 
give its assistance and general supervision. 


FIELD EDUCATIONAL ACTIVITIES. 

The partition of field educational activi- 
ties in regard to cancer has been fairly 
well agreed upon by the American Public 
Health Association, the American Society 
for the Control of Cancer and the Ameri- 
can Medical Association. 


The collection, tabulation, the analysis 
and the presentation of local statistics rela- 
tive to cancer has or should become a duty 
of the city and state Health Departments. 


The education of the public has been 
assumed by the American Society for the 
Control of Cancer. 


The task of the education of physicians 
with respect to the latest and most effec- 
tive means of diagnosing and treating can- 
cer is primarily in the hands of the can- 
cer committee of the state and local medi- 
cal societies. 


In order to co-ordinate these activities, 
a definite program should be initiated by 
this tri-partite group. Although a sug- 
gestive skeleton program is outlined here, 
one must not lose sight of the fact that 
the program planned should seek to solve 
the particular problems incident to the 
particular state or community: in the last 
analysis this would mean, before a pro- 
gram could be instituted, a detailed study 
of fundamental cancer facts relative to the 
incident of the disease and of the groups 
existant for the study and effective diag- 
nosis and treatment of the disease, should 
be planned. 


Studies of this nature have been carried 
out in various states and cities by the tri- 
partite group. The facts resulting and 
the ways and means discovered should de- 
cide the method of attack on the cancer 
problem. There are, however, certain states 
composed essentially of a rural population 
in which there are no large cities: and in 
which there is as yet evidently no hospital 


with adequate physical equipment for the 
treatment: states also exist in which the 
state legislatures already is subsidizing 
hospitals: the tri-partite group in these 
states has found it desirable and feasible 
to ask their state legislature to appoint a 
fact finding cancer commission. This com- 
mission is usually so constituted as to in- 
clude the members of the _ tri-partite 
group. In all these matters a field repre- 
sentative of the American Society for the 
Control of Cancer stands ready to be of 
assistance if desired. 

STATE PROGRAM FOR THE PREVENTION AND 

CURE OF CANCER. 

A suggestive program of work to be 

carried on by a state tri-partite group. 


A. For the State Health Department. 


1. To make surveys to determine the 
character and extent of the cancer problem 
within its territory, including the actual 
number of deaths and cases; 


2. To compile cancer statistics covering 
the tabulations of deaths by organ, age, 
sex and race; : 


3. To provide for pathc' al exar’na- 
tions ; 

4. To co-operate with hospital authori- 
ties, the medical profession, dentists, 
nurses and the general public in plans for 
the improvement of the medical and nurs- 
ing services which are available for can- 
cer patients; 


5. To adopt as a working guide to the 
activities in the field of cancer control the 
report of the American Public Health As- 
sociation entitled “What Official Public 
Health Agencies Should Do About Cancer” 
and the survey schedule and appraisal 
form of the American Public Health As- 
sociation. 


B. For the State Medical Profession. 


1. Through its State Medical Society to 
appoint a chairman of its Cancer Commit- 
tee, whose duty it shall be: 


a. To prove to the family physician 








the necessity for early diagnosis 
and skillful treatment of cancer; 


b. To co-operate with the State 
Health Officer and the State 
Chairman of the American So- 
ciety for the Control of Cancer 
to the end that definite results 
be accomplished in accordance 
with the recognized ethics of the 
medical profession ; 


2. To refer promptly cases which they 
do not diagnose or treat to cancer special- 
ists or institutions; 


3. To keep better records of cancer 
cases and be more accurate in assigning 
the causes of death; 


4. To plan the establishment of ade- 
quate cancer clinics in general hospitals; 


5. To read papers and hold symposia at 
county and state medical society meetings ; 


6. To institute post-graduate cancer in- 
structions. 
C. For the State Chairman of A. S. C. C. 


1. To co-operate with the State Health 
Officer and the Chairman of the Cancer 
Committee of the State Medical Society; 


2. To teach the public the early signs of 
cancer and to teach them how to seek 
skillful medica] attention; 


3. To teach the public the value of 
periodic examinations. 


The American Society for the Control of Cancer. 


Will furnish the Health Department, the 
Medical Society and the State Chairmen 
with: 

Pamphlets; 
Exhibit Material; 
Moving Pictures; 


Newspaper articles; 
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Advice through its field represen- 
tatives. 
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SURGERY IN THE PREVENTION OF 
DISEASE*. 


T. E. ROSS, JR., M. D., 


HATTIESBURG, MIss. 


The practice of preventive surgery is 
old. In the voluminous case histories of 
Hippocrates, it is recorded that pulling a 
diseased tooth cured a patient of rheuma- 
tism. He, no doubt, simply considered this 
a remedy for the present evil, for it is only 
within comparatively recent years that we 
have learned to look on such procedures as 
also preventive. Certain operations are only 
employed to avoid an immediate mortality, 


irrespective as to their curative value, such 


as tracheotomy or ileostomy. Other opera- 
tions might be purely preventive, for in- 
stance, circumcision. But surgery in the 
prevention of disease is in most instances 
also curative of some minor or major path- 
ological condition, as an example, tonsil- 
lectomy. 


The two greatest fields of preventive sur- 
gery have to deal with focal infections and 
malignances. Dr. Charles Mayo has said 
that eliminating accidental destruction, 86.5 
per cent of all human mortality is due to 
acute or chronic infections. With many of 
the acute infections, the surgeon is not 
primarily interested; but, with the chronic 
focal infections, the surgeon is vitally con- 
cerned. He knows that a small obscure lo- 
calized focus may cause serious conse- 
quences, that metabolic changes occur, 
which later result in disease of the nervous 
system, heart, and kidneys. The trouble 
may be caused by a variety of micro-organ- 
isms, but streptococci predominate. The 
primary focus may be located in any part 
of the body. Foster gives the following in 
order of importance: (1) teeth; (2) ton- 
sils; (3) sinuses; (4) gall bladder; (5) 
prostate. And then probably would come 





* Read before the Section on Hygiene and 
Public Health at the Sixty-fourth Annual Ses- 
sion of the Mississippi State Medical Association, 
Jackson, May 13, 1931. 
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Of the troubles 
probably the most important 


the cervix and appendix. 
resulting, 
types pertain to the heart, endocarditis, 


myocarditis, and pericarditis. Next come 
the various nephropathies. Then there is 
arthritis and kindred conditions, as neuritis 
and myositis. Arterio-sclerotic changes and 
hypertension, to a certain degree, are rath- 
er common. And, as the focus may be lo- 
cated in any part of the body, the second- 
ary effect may strike anywhere, giving us 
cholecystitis, appendicitis, pancreatitis, pye- 
litis, formation of renal calculi, and various 
skin lesions. 


Attack on all of these conditions must 
be made early or damage will result that 
can never be undone. Of the acute dis- 
cases, appendicitis is a prominent example. 
The appendix must be removed early if 
perforation is to be certainly evaded, with 
its often calamitous results. And the sur- 
geon must still spread the gospel of avoiding 
purgatives in any acute abdominal condi- 
tion. For various reasons, statistics on the 
present day mortality of appendicitis are 
not as flattering as they should be. Delay 
is probably the greatest factor. In the 
chronic cases, the appendix is an ideal loca- 
tion for lingering infection because of its 
narrow lumen, the difficulty with which it 
empties, and its rich lymphatic supply. 


Back to the chronic conditions. The up- 
to-date dental surgeon is fully aware of the 
effect of infection on the general health, 
and handles his patients accordingly. But 
there are still some who try to save the tooth 
and it takes a great deal of tact and per- 
suasion to get them to do their duty. Some 
want to depend entirely on the roentgen- 
ray, and it cannot be relied on in all cases. 
For a period teeth bore more than their 
share of blame; but, when other foci are 
eliminated, it is better to err on the safe 
side and remember that in a dead or nerve- 
killed tooth, it is only a question of time 
until a periapical abscess will form. 


The ear, nose, and throat man is always 
diligent in the handling of tonsils, sinuses, 
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adenoids, deviated septum, enlarged turbi- 
nates, and polypi. Some form of surgery 
is usually required for a complete cure in 
these instances. 


As to the gall-bladder, Dr. John B. Dea- 
ver has recently brought to the attention of 
the profession that operative treatment 
must be instituted early if hepatitis and its 
resulting fibrosing cirrhosis is not to be 
incurred. And, if infection has already 
reached the liver, not only cholecystectomy 
but drainage of the common duct is nec- 
essary. 


Infection of the prostate in men and the 
cervix in women are especially responsible 
for recurring diseases of the eye, and prob- 
ably have been frequently overlooked. 


Coming to the consideration of malignan- 
cies, it is variously estimated that between 
80,000 and 100,000 deaths occur. annually 
in this country from cancer. It kills about 
one in seven women and one in eleven men 
over thirty-five years of age, although 
others place it as low as one out of twenty. 
The rate of mortality from cancer is in- 
creasing, but this is accounted for by the 
fact that the span of life is also increasing, 
and more persons are reaching cancer age. 
Maurice Richardson’s maxim is now gen- 
erally accepted, that every cancer is curable 
at some stage of its existence. Cancer 
never begins in healthy tissue, and the real 
secret of prevention lies in the recognition 
of precancerous lesions. On the skin we 
have tumors, warts, moles, ulcers, nevi, 
areas of keratosis, or any chronic inflam- 
matory irritation. Heal these or cut them 
out, and cancer may be avoided. It is 
especially necessary for pigmented moles to 
be removed with a wide area of surround- 
ing skin and understructure. Precancerous 
lesions of the lip, inside of mouth and 
tongue are often associated with smoking 
and with ragged, sharp edged, dirty teeth. 
Any chronic ulcer, leukoplakia, or tumor 
should immediately be treated by irradia- 
tion, electrocoagulation or excision. 





462 Ross, Jr.—Surgery in the Prevention of Disease 


Any lump in the breast, sore on the skin, 
or perhaps a discharge from the nipple, is 
to be regarded as a forerunner of cancer, 
if not actually so already, and demands 
immediate attention by the knife. This, all 
are agreed on. The question of biopsy in 
order to determine the extent of operation 
is still debatable. 


All lacerations, inflammations, erosions 
or ulcers of the cervix are potential factors. 
Bleeding between periods or after exertion, 
any thin watery discharge with or without 
odor, or bleeding after the menopause are 
strongly suggestive. Irradiation might be 
the procedure of choice in certain of these 
conditions, or cauterization in others; but 
the courageous use of the knife, from simple 
repair of lacerations following child-birth 
to a complete hysterectomy, is imperative. 


All of the above conditions are within 
the range of vision and the palpating finger, 
as are also anal and a majority of rectal 
conditions. This makes for quicker and 
easier diagnosis of precancerous or early 
cancer conditions, and places all in the class 
of preventable disease and amenable to 
surgery. Cancer of the stomach might also 
be placed in this class, since the roentgen- 
ray makes the diagnosis of ulcer so easy 
and it is probably true that a large per- 
centage of cancer develops on pre-existing 
ulcers. About thirty per cent of all cancers 
originate in the stomach. When medical 
treatment fails to cure the ulcer, surgery 
should not be neglected. 


In preventive surgery, next to the key- 
note of early diagnosis comes the courage 
to act on the part of the surgeon. The 
early precancerous conditions must often 
be doubtful to be permanently and success- 
fully removed. But the surgeon hesitates 
when he faces this, together with the 
patient’s ignorance and inherent dread of 
operation. In advanced cancer, deaths do 
not occur so often from the operation; they 
occur from the disease. But the patient 
wrongly attributes the result to the opera- 
tion. So a course of watchful waiting is 


too often indulged in. Although individuals 
are nearly always ready to remedy any pres- 
ent evil, to prevent some future trouble is 
less appealing. The public will have to be 
put through that painfully slow process of 
education, and the surgeon will have to form 
a closer alliance with the public health 
officer. His work has already been of in- 
estimable value in the localities privileged 
to have him, and it is to be hoped that it 
will not be long before he will be every- 
where. He starts the process of education 
with the child where it will take. He 
teaches him the value of health examination 
conducted regularly, and in this way only 
can early diagnosis ever be thoroughly 
attained. 


There are other fields of preventive sur- 
gery, but none in which we are so inter- 
ested as the two discussed above, although 
there is great interest at present in ster- 
ilization of the mentally defective. The 
surgeon is of course the means of produc- 
ing this effect when he is so directed. This 
matter is still in the transition stage, as 
surgery might be today. Lord Moynihan, 
just a few months ago, in discussing 
surgery in the immediate future, made and 
reiterated the claim that surgery, in so far 
as its craft is concerned, has now almost 
reached its limit, in respect both of range 
and of safety. We are approaching the end 
of the Listerian epoch and seeing the open- 
ing of another. He stated that we might 
find other and safer methods of dealing 
with disease, and we might obtain earlier 
access to acute or malignant conditions. I 
think he might as well have expressed it 
preventive surgery. 


DISCUSSION. 


Dr. F. J. Underwood (Jackson): I just want to 
congratulate the chairman of the Section on the 
splendid program he has prepared. It is an ideal 
program for the purpose intended. Dr. Ross 
has told us something about surgery in the pre- 
vention of disease, and in Dr. Riley’s paper,—I 
don’t know,—but I take it he will have some- 
thing to say in his talk on nutrition of school 
children about preventive surgery and the re- 
moval of foci of infection. Then Dr. Cox, in his 
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paper, will have something to say about the pre- 
vention of cancer. 


Dr. Ross was kind enough to send me a copy 
of his paper before the meeting. I enjoyed it. 
I read it and re-read it. I even studied it. I 
think it is a classic. 


For many years in Mississippi we have stressed 
preventive medicine and surgery, and while pre- 
ventive medicine, which includes preventive sur- 
gery, is by no means new, our conception and 
appreciation of it have changed greatly in re- 
cent years. Many of the new phases are still 
in the formative stage, and we are some times 
not certain of proper procedure, but the ideal 
of preventive medicine has arrived and is here to 
stay. The public now does not have to be sold 
to it, but is eager for it. Many people know 
something of the results of non-immunization 
against typhoid fever and diphtheria and ne- 
glected teeth, tonsils, sinuses, gall bladders, ap- 
pendices, lumps in breasts, cervical tears etc. 
This places a great responsibility upon the den- 
tists, physicians and surgeons. The physician, sur- 
gean ond,dentist of the future will devote much 
time to purely preventive work. Already many of 
them devote time to preventive work. These men 
are always busy. . 


The chief criticism to be made of preventive 
work, as done by health officers, surgeons, phys- 
icians and dentists is that they do not do nearly 
enough of it. The more the work is developed, 
the more of it there is to do. In communities 
where there are no preventive programs and 
where the physicians show little interest in pro- 
phylaxis there is little or no demand for such 
services, but where preventive programs are 
common and the physicians interested, the de- 
mand increases steadily. 


Public health work has been criticised by phys- 
icians at times for the reason that it was feared 
that public health activities would take business 
away from the doctor. It is extremely short- 
sighted for any worthwhile physician to think 
that a well-conducted preventive program in his 
community can do him personally anything but 
good. The better any more completely a pub- 
lic health program is conducted and the more 
interest shown in its success, the better educated 
in health matters that community becomes and 
the greater the physicians’ individual success is. 
Wherever infant welfare work has been well 
conducted, there pediatricians flourish, and the 
same principle applies equally to the other 
branches of medical science. 


In summary, let me say that I can see no 
cause for conflict between the health worker and 
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the physician. The function of the health of- 
ficer is to organize and to supervise public health 
activities. The function of the physician is to 
develop and apply medical science. Only by 
complete co-operation between the two groups 
will the realization of our ideals of public health 
be attained. 


Dr. J. Rice Williams (Houston): I don’t know 
anything about surgery, and Dr. Sanford and 
I work in the same place, and they have him 
down to discuss something he never heard of, so 
he says, and I thought we had it changed. 


I do congratulate the essayist on his paper and 
agree with him on the things he said. There 
are a great many things which can be prevented 
along the lines he cited. We can prevent focal 
infection, and we can prevent cancer. Personal- 
ly, that being along my line, I would say all 
moles and growths on the skin should be tried 
out first by some form of radiation. 


There is, of course, a great field in preventive 
medicine. I am heartily in accord with that 
thought, and also the thoughts Dr. Underwood 
suggested. I believe the better information 
given the public along medical lines, the more 
work a doctor has and the more satisfactory 
work. If you have an educated clientele, people 
who are informed as to the possibilities in the 
prevention of disease, they will go to a well- 
qualified doctor if there is one accessible, and 
never would go to a quack or a charlatan. You 
wouldn’t have so much trouble with these 
people, Dr. Underwood, nor some of the other 
health officers have so much trouble with the 
osteopath nor any other kind of a “path,” if the 
public is informed—I don’t mean educated in 
book learning—but if they are informed of the 
possibilities of medicine, and the possibilities of 
prevention and of cure. 


I agree very heartily with the essayist and 
thank you for putting me on the program. I am 
a little bit like the man who sometimes says when 
you ask him to change a twenty dollar bill. He 
will say he can’t change the bill, but he thanks 
you for the compliment. I can’t discuss sur- 
gery, but I do thank you for the compliment. 


Dr. M. Toulman (Mobile, Ala.): I, too, am 
in accord with the essayist. The suggestion has 
been made by the essayist and also in the discus- 
sion with reference to keratosis. Keratosis, I 
know, is very common in Mississippi. In Scotland 
it is called “shepherd’s disease.’”” Down in Mobile 
it is called “sailor’s disease,” and many of your 
patients call it ‘“farmer’s skin.” Keratosis is 
caused by being constantly exposed to the sun’s 
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days. Many of those men cannot be treated with 
radium. It costs too much, and it is hard to get 
at, and surgery would be more available. 


Dr. Lane of Oklahoma suggested a simple way 
of washing these places off with ether and then 
rubbing them with a cerate of salicylic acid and 
lysol. If these keratosic places are not very 
deep this will be efficacious. 


Dr. T. E. Ross, Jr. (closing): I want to thank 
the doctors for this discussion. 





INFORMATION THAT CAN BE FUR- 
NISHED BY THE OPHTHAL- 
MOLOGIST.* 


HENRY N. BLUM, M. D., 
New ORLEANS. 


“The eye speaks with an eloquence and 
truthfulness surpassing speech. It is the 
window out of which the mingled thoughts 
often fly unwittingly. It is the tiny magic 
mirror on whose crystal surface the moods 
or feelings fitfully play, like the sunlight 
and shadows on a still stream.”—Tucker- 
mann. 


A complete report of findings of an 
ophthalmological examination made as aid 
in general diagnosis should contain a re- 
view of all pathology found in the eye and 
its appendages. This paper is intended 
only as a review of some of the most import- 
ant and most frequently found deviations 
from the normal. I shall dwell, therefore, 
mostly upon a few of these, for the subject 
is encyclopedic indeed, embracing as it does 
almost the entire field of medicine. Most 
diseases of the eyes are only manifestations 
of disease elsewhere. Of course, we meet 
with abnormal conditions in the eye which 
are independent diseases, external diseases 
which are only local and have no association 
with general disease, but of these it is not 
necessary to speak in a paper of this sort. 
However, I should not fail to say that even 
of certain errors of refraction we have 
learned that there is some undoubted asso- 
ciation with the general economy both 





*Read before the Louisiana State Medical 
Society, New Orleans, April 14-16, 1931. 
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as to their origin and as to their influence 
upon general bodily welfare and well-being. 


It is true that most laymen are surprised 
when made aware of the fact that there is 
an intimate association between eye mani- 
festations or conditions and the general 
health, or that much influence can be mutu- 
ally made upon one or the other by the eyes 
or by some neighboring or distal organ, 
but surely medical practitioners know these 
things to be true. They only need to be 
reminded occasionally that ophthalmologists 
are medical practitioners and are not to 
be considered as belonging to the same 
class of “doctors” as optermetrists or 
opticians, and not only as eye surgeons 
either. It is true that much of their work 
consists in placing before their patients’ 
eye properly fitted lenses which not only 
aid in enabling them to see properly but also 
while doing so to correct headaches and 
even to relieve many other local and distant 
symptoms of disease: It is true too that 
the eye surgeon has much operative work 
to relieve surgical conditions which demand 
his attention. It is in the field of general 
medicine, however, that the ophthalmologist 
finds his greatest opportunities to his col- 
leagues and to humanity. 


One of our most distinguished ophthal- 
mologists has only recently stated that in 
his opinion the best oculist is one who has 
directed his attention to the study of the 
eyes from the beginning of his medical edu- 
cation or even before this time and that in 
his opinion the greatest and most success- 
ful oculists have been those who have fol- 
lowed this course. 


Because of the intimate relation of the 
eyes to bodily disease and bodily welfare 
I believe that the best specialist is one who 
has practiced as well as studied general 
medicine before he begins to specialize. 
Such an oculist will not be apt to think of 
the eyes as independent organs, but as 
parts of a general whole, as organs especi- 
ally devised to place the owner in contact 
with the outside world. They are in re- 
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lation to the general organism, flesh of its 
flesh, and blood of its blood, and are subject 


to many of the influences of the body and 
they in turn impress themselves upon the 
body in a way which is sometimes sur- 
prising. 


The eye is so constituted that one can 
look into it and see many things which are 
going on inside its owner. One may think 
of the eye as a curious busy-body, which 
while occupied constantly with the affairs 
of its neighbors can also be peered into by 
other busy-bodies. The eye is more than 
the window of the soul. It is a window too 
into which one may look and examine the 
brain, the kidneys, the heart, blood vessels 
and other important but less spiritual pos- 
sessions. This does not mean that the 
ophthalmologist cannot be a poet, though 
to him the outward appearances of eyes are 
attributed to physical reasons based on cer- 
tain anatomical and pathological condi- 
tions, and he is more apt to attribute cer- 
tain expressions to these reasons rather 
than to spirituality in most cases. It is 
well known to all that certain of the mus- 
cles of the eyelids have to do with the facial 
expressions which accompany’ emotional 
disturbances. The widening of the palpe- 
bral fissure seen in surprise, and the more 
violent emotions of fright, terror and hor- 
ror are familiar to all of us. The wrinkling 
of the forehead and the contraction of the 
muscles of the face and neck, which of 
course, are seen, are not part of our sub- 
ject. Those who are interested in a humor- 
ous discussion can find entertainment in 
Mark Twain’s “Innocents Abroad” and for 
a scientific treatise one can find both enter- 
tainment and instruction in Darwin’s “Ex- 
pression of Emotions in Man and Animals.” 
Though the oculist can look into the 
future as far as human eye can see, though 
he can read the past, the present and the 
future, he uses an ophthalmoscope and does 
not know what a horoscope means. He is 
not a magician, but only a medical practi- 
tioner who sees in the eyes, and particu- 
larly in the eye grounds, evidences of 
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disease which mean much to him of the 
past, the present and the future of the in- 
dividual. 


Disturbances of the extra-ocular muscles 
are seen sometimes as symptoms of general 
disease. They manifest themselves as weak- 
ness of the extra-ocular muscles, or as a 
paralysis of these muscles. We have as a 
consequence of these conditions deviations 
of the eye, or’ tendencies for these devi- 
ations. We will not consider here the 
cross-eye of childhood, which is frequently 
congenital and in many cases of unknown 
origin, but only those abnormalities of the 
muscles which are associated with and are 
a part of certain diseases and conditions. 


In these days of automobile accidents one 
is praticularly apt to see muscle paralysis 
caused by skull fracture. We have here a 
disturbance of the third, fourth or sixth 
cranial nerves, which supp!y the nervous 
connections for the extra-ocular muscles. 
The sixth nerve is more exposed to injury 
than are the others and as a consequence 
paralysis of the external rectus is more fre- 
quently seen. We see the fleeting paralysis 
of locomotor ataxia, involvement of the 
third nerve in brain syphilis and in loco- 
motor. In tumors of the brain we fre- 
quently see disturbances of the extra-ocular 
muscles. We occasionally see involvement of 
the internal branches of the third nerve. 
Paresis of extra-ocular muscles is common 
in diseases of the general nervous system 
and it forms one of the predominant factors 
in diagnosis. In brain syphilis, paresis, 
tabes, multiple sclerosis, it is always to be 
looked for, and frequently forms the symp- 
tom which forces the disease upon the atten- 
tion of the observer. 


Transient extra-ocular paresis is a fre- 
quent symptom of tabes and may occur in 
20-25 per cent of cases. It is nuclear in or- 
igin—third most frequent, then sixth and 
then fourth. In these cases optic atrophy 
may be an early sign and it may precede 
other symptoms for years. It may be late. 
Those with optic atrophy run mild tabetic 
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course often. Optic atrophy has been seen 
to precede ataxia for 20 years. 


There remains to be considered the ten- 
dencies of the eye to deviate in certain 
directions because of various reasons. The 
most common of these phorias are exophoria 
and esophoria, but occasionally we have to 
deal with hyperphoria. Formerly it was 
thought that exophoria was a condition 
due only to anatomical variations on 
account of the width of the skull, direction 
of the orbits and weakness of the internal 
recti. The latter condition was attributed 
to a weak muscle, or to the improper im- 
plantation of a tendon. Recent observa- 
tions have convinced me that esophoria and 
exophoria are frequently seen in connection 
with diseases of other organs, neighborhood 
symptoms, particularly of the para-nasal 
sinuses and tonsils. Whether the disturb- 
ance is one of innervation on account of 
the nerve supply’s being common to these 
neighborhood organs, or whether it is 
toxic, as I have sometimes believed it to be, 
I do not know. Possibly disturbances of 
the gastro-intestinal tract, producing a 
toxemia might be a causative factor in 
some cases. Attention to the phorias is 
very important in the consideration of the 
health of the individual since they often 
cause great discomfort in the use of the 
eyes and are occasionally the cause of re- 
mote nervous disturbances, such as head- 
aches, neurasthenia, insomnia. 


Esophoria, exophoria and hyperphoria 
are conditions which have much influence 
upon the health of the individual because 
of the local discomfort, and inability to use 
the eyes without great inconvenience and 
sometimes they produge an absolute in- 
ability to do close work. Innervational 
impulses have much to do with the genesis 
of these conditions, and refractive errors, 
accommodational disturbances, the state of 
the general health, all have to do with the 
proper adjustment of the labor of twelve 
extra-ocular muscles in making the fine co- 
ordination necessary for the attainment of 
binocular vision. The strain of overcoming 


the tendencies of the eyes to deviate in the 
presence of improper innervations is some- 
times responsible for many distant and 
seemingly unrelated symptoms. (Peter). 


Disturbances of the motility of the eye- 
lids are to be mentioned now, and are some- 
times due to the same causes which produces 
trouble in the six extra-ocular muscles. 
The elevator is innervated by the third cra- 
nial nerve which we have learned supplies 
four of the extra-ocular muscles. However, 
we have in the eyelids the orbicularis, which 
closes the eyes and this muscle receives its 
innervation from the seventh nerve. Spastic 
is a condition which is frequently met with 
and paralysis of the seventh nerve is one 
which is common in ophthalmic practice. 
The latter produces a typical widening of 
the palpebral fissure with disturbances of 
lacrimation. Widening or narrowing of 
the palpebral fissure may also be produced 
by disturbances of the sympathetic, which 
supplies the muscle of Muller, an accessory 
elevator of the eyelid. 


Enophthalmos and exophthalmos are con- 
ditions to be considered, particularly the 
latter. It may be unilateral or bilateral. 
Unilateral exophthalmos due to Basedow is 
occasionally seen, but almost always the 
exophthalmos is bilateral when due to 
goitre. When unilateral exophthalmos 
is present one must think of a local 
cause for the protusion—new growth in the 
orbital walls or contents, or pulsating ex- 
ophthalmos due to arterio-venous anuerism 
and that due to trauma. Lues is frequently 
found in the bony walls of the orbit. 
Enophthalmos is seen in paralysis of the 
sympathetic. 


So much of importance in general diag- 
nosis can be gained by examination of the 
cornea and iris that one is loath to pass 
them over with only scant mention. In 
syphilis, rickets, endocrine disturbances, 
marasmus of infants, tuberculosis, diet 
deficient in vitamins, diseases of metab- 
olism, dental caries and paa-nasal sinus in- 
fections, the cornea is often involved sec- 
ondarily. 
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Since the invention of the corneal micro- 
scope with the slit lamp, renewed interest 
has been taken in the study of the cornea. 
While the microscope has not added very 
much to our knowledge of these diseases, 
it has stimulated more intensive study of 
our cases, and we have been able to observe 
conditions which otherwise would have 
escaped our attention. It has aided in diag- 
nosis. It has enabled us to differentiate 
corneal lesions much more easily than 
was hitherto the case, since pathology in 
different parts of the cornea can be local- 
ized very much better by this method and 
diagnosis made quicker and with more ex- 
actness. Even though the magnification 
obtained is not very high, we can distin- 
guish misroscopic elements which passed 
without observation before, and even in the 
old corneal blood vessels reamining from 
interstitial keratitis we are able to observe 
corpuscular elements in the blood stream. 


In discussing diseases of the cornea one 
must not fail to mention a common disease 
of childhood. Phlyctenular keratitis is a 
disease of childhood and young adult life 
and by some has been attributed to tuber- 
culosis. Many cases in children’ have close 
association with teething, and gastro-intes- 
tinal disturbances due to improper diet, 
particularly the over-feeding of sugars 
and starches. In some there seems to be 
a response to the healing process only after 
offending tonsils and adenoids are removed. 


In old age we have the corneal dys- 
trophies, which are associated with degen- 
erating processes in the presence of long 
continued irritation. 


The iris constituted as it is of pigment 
cells, muscle and nerve is a tissue very 
readily susceptible to disturbances of the 
general health. Toxines circulating in the 
blood stream can and frequently do produce 
disturbances of the iris and ciliary body— 
the most frequent causes of irido-cyclitis 
are lues, tuberculosis and focal infections. 
We have besides anatomical variations 
chronic and acute inflammatory diseases 
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and neoplasms. The iris and ciliary body’ 
is a favorite site for gummatous and tuber- 
culous manifestations. 


The Argyll-Robertson pupil is of great- 
est aid in diagnosis, occurring in tabes, 
paresis and syphilis, usually in tabes occur- 
ring, according to Arnold Knapp, in 67 per 
cent of cases. Irregularities of the pupil 
occur not infrequently and the seat of the 
lesions is doubtful. According to some 
authors there is a congenital inequality 
which is inexplicable. However, inequality 
of pupils is usually considered pathological. 
Disturbances in the reflex arc between the 
optic tract and the ocular-motor- nucleus 
occur producing irido-plegia. Miosis is char- 
acteristic and may precede ataxia by sev- 
eral years in tabes. Loss of roundness, 
irregularity of pupil, may precede loss of 
motility and this occurs frequently in tabes, 
paresis and syphilis according to Knob- 
lauch. 


The crystalline lens is a structure which 
we must mention because of the diseases 
due to the disturbance of the general econo- 
my. The lens is a comparatively transparent 
structure and becomes semi-transparent as 
age advances. This is due to its mode of 
development and to senile changes. Cataract 
is that disease of the lens wherein the struc- 
ure loses its transparency by the occur- 
rence of opacities, discretion or diffuse, in 
its different layers. These opacities are of 
various kinds depending upon their origin. 
If they are due to injuries of the lens by 
trauma they differ in appearance and loca- 
tion from those due to general disturb- 
ances, such as diabetes and rickets, and so 
it is with those cataracts which can be 
classed as congenital or juvenile. Each 
variety has its own etiology and much light 
can be gained about the causation in re- 
lation to the general health by a careful 
and systematic examination under the in- 
fluence of a mydriatic and with the aid of 
the slit lamp and the corneal microscope. 
We are able by this means to determine the 
age of an individual opacity by its locali- 





468 BLUM—lInformation That Can Be 


zation in a particular part of the lens struc- 
ture. 


My subject is, as we have said before, too 
broad a field to cover in a short paper, to dis- 
cuss all of the diseases and conditions found 
in the eye, and I can only therefore mention 
a few of the observations to be made in a 
thorough and systematic examination of the 
eye grounds, whereby the oculist may assist 
in making a general diagnosis. Of the dif- 
ferent abnormalities of the general vascu- 
lar system which one can diagnose with the 
ophthalmoscope, one must mention arterial 
hypertension and arterio-sclerosis. When- 
ever one may see irregularities in the width 
of retinal arteries his attention is directed 
towards a more carefu! search for the 
reason therefor. In health the arteries of 
the retina gradually and symmetrically be- 
come smaller as they proceed to increase in 
number—by branching. Should one see an 
irregularity in the contour of the arteries 
either by narrowing or widening he must 
suspect that disease exists. Spasm of ves- 
sel walls may indicate hypertension, pos- 
sibly essentia! hypertension. Indeed it is 
possible to determine by subsequent exami- 
nation that organic changes have not taken 
place and that there has really been a 
spasm of the vessel walls. Marked irregu- 
larity in the calibre of the vessels, marked 
narrowing of the blood stream in contrast 
to wider portions elsewhere in the course 
of the same vessels, particularly if combined 
with much tortuosity of the vessels, indi- 
cate that organic changes have taken place. 
Especially is this true if there is other evi- 
dence of sclerosis. If there is a definite 
compression of a vein caused by the cross- 
ing over it of an artery one may conclude 
that the artery is stiff and has undergone 
atheromatous changes. There may be and 
often is impression of veins by arteries 
when the veins are on top of the arteries. 
If the arteries are normal they are grace- 
fu'ly arranged in the retina, and if they as- 
sume a straighter and less graceful course 
one may assume here too that the vessel 
walls are thicker and stiffer. Retinal veins 
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show degeneration by irregularity, irregu- 
lar widening of their calibre, producing a 
beading effect, which is characteristic of 
angio-sclerosis. There is a characteristic 
reflex along the retinal vessel walls and 
when this is observed to be wider than nor- 
mal it may be taken as evidence of begin- 
ning sclerosis, or when very marked, ad- 
vanced sclerosis. As the disease advances 
there are naturally more evidences of it to 
be seen, hemorrhage and exudate in retina 
surrounding the vessel. As the disease 
advances to the terminal stages the calibre 
of the vessel may be entirly obliterated and 
only a white line may be seen to mark the 
former location of a retinal vessel. 


One most note that it is frequently 
possible to determine the presence of 
arterio-sclerosis in the retina long before 
it is manifest elsewhere, and this is due to 
the very insidious nature of the disease. 
In the presence of hypertension and of the 
characteristic signs of arterio-sclerosis it 
is possible and it often happens that the 
ophthalmoscopist is the first to discover the 
disease. We must not forget that we may 
see signs of arterio-sclerosis in the choroid, 
which are unmistakable even before we are 
certain of it in retinal arteries, but this is 
possible on!y in some fundi where there 
has been absorption of pigment, in albinotic 
eyes, or eyes deficient in retinal pigment. 


The retina may be injured by a blow or 
contusion, producing Berlin opacity, ac- 
cording to some a bloody exudate between 
the sclera and choroid possibly. The real 
nature, however, of Berlin opacity is doubt- 
ful. The diffuse cloudiness of retina might 
be due to embolism, to Berlin opacity or to 
detachment of retina. The macular region 
is very vulnerable to injuries, because it is 
the thinnest part of the retina. It may lose 
its characteristic reflex and show reddish 
or yellowish spots, or holes might occur in 
the macula. Sometimes in traumatic in- 


juries accompanying areas of white spots 
around the optic nerve there are small 
hemorrhages—Purtscher spots. Detach- 
ment may follow severe trauma and in 
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many of these-cases we are able to see tears 
in the retina, as well as in the choroid, 
showing the sclera beneath. In severe in- 
juries, such as a blow from a fist, we may 
have a tear in the iris, dislocation of the 
lens and even a tear in the sclera itself. 


Heine said that main causes of hemor- 
rhages in the retina are in order of import- 
ance: Chronic nephritis, diabetes, arterio 
sclerosis, purpura, tuberculosis, scurvy, 
polycythemia, anemia, leukemia, endocar- 
ditis, sepsis, and typhoid fever very rarely. 
In circulatory disturbance, pulmonary 
stenosis, mitral insufficiency, embolism or 
thrombosis, hemorrhage in the new-born 
and during menstrual periods These hem- 
orrhages are more probably due to diaped- 
esis than to rupture of a vessel wall, though 
sometimes due to rupture of small athero- 
matous arterioles with softened areas and 
miliary aneurism. Sclerosis of cerebral 
vessels ig more common than in retina. 
Uhthoff found retinal hemorrhages in only 
4 per cent of cerebral appoplexies. How- 
ever, if retinal vessels show changes they 
also exist in cerebral vessels. 


Chlorosis produces a light colored retina 
because of the changes in the blood, and 
occasional pulsation of the central retinal 
artery. Pernicious anemia causes edema 
of nerve head, optic neuritis and hemor- 
rhage from vessels. Leukemia produces 
neuro-retinal hemorrhages and papillitis. 
Moore -does not .believe that increased 
arterial tension is responsible for hemor- 
rhage. Geis found the blood pressure in- 
creases in retinal hemorrhages when due to 
arterio-sclerosis and nephritis and diabetes, 
but in lues, anemia, and in some cases of 
diabetes and nephritis, pressure was nor- 
mal. He followed a large number of cases 
when they were precursors of cerebral ap- 
poplexy. The recurrent hemorrhage in the 
vitreous and in the retina o fthe adolescent 
is generally attributed to tuberculosis. In 
these cases the outcome is dubious. They 
occur usua!ly in the anterior fundus and 
therefore difficult to blame a particularly 
vessel. 
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Choroiditis may be diffuse or dissemin-. 
ated, in some cases due to tuberculosis and 
in some to lues. The diffuse variety is usu- 
aily due to lues, though not 80 per cent is 
due to lues as formerly believed. In dif- 
fuse choroiditis due to lues the posterior 
vitreous has many dust-like opacities. 
There are small white and red dots, which 
later become grey, causing sector defects 
in the visual field; night-blindness and light 
sense are much diminished and vision 
much reduced when compared with the 
amount of pathology seen in the choroid. 
It lasts for many years and the prognosis 
is bad. After it has lasted for a number of 
years pigment atrophy and proliferation 
are seen, which become in some cases very 
intense and it is posible for the condition 
to be confused with retinitis pigmentosa. 
Retinitis may occur without choroiditis, 
but usually the inflammation in the choroid 
extends to the retina. It may attack the 
circumpapillary part only. Tuberculosis 
occurs in small, single, multiple foci, or in 
large masses, conglomerate. It may be 
miliary in miliary tuberculosis. In chronic 
tuberculosis we find large masses. We may 
find it in the macula or on the disc, for the 
optic nerve itself may be involved. In 
Europe tuberculosis is diagnosed very 
much more frequently in choroiditis than 
in New Orleans. In Vienna it is particu- 
larly frequent. 


Embolism of central retinal artery or 
branches is characterized by sudden loss 
of vision, which is absolute. This is 
suposed by many to be more frequently due 
to thrombosis than to embolism, and is 
characterized by narrowing of the retinal 
arteries, and diffuse cloudiness of the re- 
tina with characteristic red spot in macula. 
According to Leber thrombosis of central 
retinal vein is due to embolism of the cen- 
tral retinal artery, a retardation of the 
blood current resulting in thrombosis. 
Thrombosis usually takes place in the 
region of the lamina cribrosa. This con- 
dition frequently results in secondary 
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glaucoma on account of the albuminous 
exudate from the vessels into the vitreous. 


Glaucoma is one of the most common 
and serious diseases met with in ophthal- 
mology. The chronic form of glaucoma 
should hold great interest for the internist. 
It is so frequently associated with arterial 
hypertension that it should be to the gen- 
eral practitioner a matter of much con- 
cern. There is no doubt that there is an 
intimate relation between arterial hyper- 
tension and intro-ocular hypertension. One 
must not forget also that the same causes 
which produce high blood pressure may 
exert their deleterious effect upon the 
structure of the eye which have to do 
with secretion and drainage of. the eyeball. 
The epithelial cells of the ciliary body have 
a very important role in the production of 
the aqueous, the vitreous and in the nutri- 
tion of the lens. We have been able in 
many cases of chronic glaucoma to point 
the finger of suspicion at the ciliary body 
as the original ocular cause. We believe 
that in many cases low-grade cyclitis is 
one step towards the production of chronic 
glaucoma. Unfortunately, in most cases 
the diagnosis is not made until the disease 
is we’l established and it is then quite too 
late to treat the disease without surgical 
intervention. We should, however, attempt 
to determine the original factors in the 
causation of glaucoma, and never lose sight 
of the fact that glaucoma is only one symp- 
tom of a general disturbance, which must 
be recognized and treated if we hope to get 
the best results. 


Wilbrand and Saenger recognize three 
types of retro bulbar optic neuritis, axial, 
peri-neuritis and total transverse neuritis 
producing respectively central scotoma, 
peripheral contraction and more or less 
severe failure over the whole field. In acute 
axial neuritis there is a rapid onset and a 
gradual recovery, and it is usually unilat- 
eral. The scotoma is central, the main 
defect being para-central, either circular or 
oval. Retro bulbar optic neuritis shows 
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nothing in the eye grounds when the 
patient is first seen. Optic neuritis may 
be hereditary — syphilitic, secondary to 
tumor of the brain, meningitis, nephritis, 
para-nasal sinus suppuration, acute febrile 
diseases or chemical poisoning. It is usually 
bilateral. 


Intra-ocular optic neuritis is divided into 
two forms, true neuritis and choked disc and 
it is sometimes hard to differentiate between 
the two. In true neuritis the nerve head 
is not elevated perceptibly and in choked 
disc there is much elevation. The arteries 
are little changed in true neuritis and 
smaller in choked disc. Hemorrhages are 
rarely present in neuritis and usually pres- 
ent in choked disc. Vision much disturbed in 
neuritis and not much in choked disc until 
atrophic changes have taken place. Visual 
fields show central scotoma in neuritis and 
variable changes in choked disc, sector de- 
fects, hemianopia, dependent upon the 
cause. The two conditions are usually due 
to general causes—brain disease, syphilis, 
acute febrile diseases, poisoning by lead 
and other poisons, lues, orbital affections, 
and so on. 


An important part of the ophthalmologi- 
cal examination in doubtful cases is the tak- 
ing of visual fields. This method of exami- 
nation enables us to discover defects in the 
visual tract which would not otherwise be 
known. The field is too wide to discuss in 
a general way, but it may not be amiss to 
mention one or two frequently occurring 
conditions which are of interest to the gen- 
eral practitioner. 


Hemianopia is a bilateral defect, either 
supra-chiasmal or chiasma] in origin. It is 
a defect of the binocular field caused by a 
symmetrical, bilateral, occipital lesions, a 
lesion in the tract, in the chiasm, or a lesion 
geniculo-calcarine in origin. The main de- 
fects of the glaucoma field are depression 
with peripheral contraction, more on the 
nasal side, a nasal step with sector defects. 
The characteristic changes are due to nerve 
fiber bundle defects. Bjerrum scotoma, 
which usually begins at the blind spot and 
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extends towards the nasal periphery until 
the scotoma reaches the horizontal meri- 
dian, is a characteristic glaucoma finding. 
In certain cases there is no definite con- 
nection with the blind spot, but the comet- 
like defect or scotoma would reach the 
blind spot with further development. The 
spiral fields of neurasthenia, and in 
hysteria the characteristic concentric con- 
traction not changing at different distances 
with different sizes of targets, assist in 
establishing the diagnosis. 


My excuse for writing a disconnected 
paper of this sort is that I have attempted 
to discuss something which might be of 
interest to physicians other than oculists, 
and I have therefore spoken of a variety 
of conditions which are met with in the 
ordinary practice of everyday ophthal- 
mology in order to show the importance of 
ophthalmic pathology and to insist upon 
a thorough examination of the eyes as help- 
ful in diagnosis. 


DISCUSSION. 

Dr. Rufus Jackson (Baton Rouge): In con- 
sideration of the matters that are touched upon 
in this paper, it is rather regrettable that it was 
not presented before the section on medicine, for 
the internists need it rather more than the sur- 
geons. Indeed, the internists and the neurologists 
ought to be almost as much interested in the 
findings of an eye examination as the ophthalmol- 
ogist. 


The premise of the essayist, that the competent 
ophthalmologist is thoroughly grounded in general 
medicine, is really elemental, and how he gains 
his knowledge is not a matter of primary im- 
portance. He may go into general practice and 
emerge from it to specialize, or he may special- 
ize from the beginning, but whatever he does, he 
must know general medicine. His patient doesn’t 
get a square deal under any other arrangement. 


This leads me to another point, that the medi- 
cal profession is leaning over backwards today in 
relegating to the opthalmologist all the informa- 
tion to be gained from a study of the eye. I can- 
not get this point of view. I see no better than 
any other man, I am no more deft with my hands, 
no more facile with my brain, and it did not take 
me half of my lifetime to learn how to use an 
ophthalmoscope. If I were a medical man, I 
should be ashamed to call in an oculist before I 
had made at least a cursory examination of the 
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fundus. I should not feel that I had exhausted 
the possibilities of a case before I had at least 
formed the opinion that some pathology was or 
was not present. The internist ought at least to 
be able to say that macroscopic pathology does 
or does not exist. The borderline case, the com- 
plicated case, is different, but let him have some 
opinion about the simple case. 


The ophthalmologist has no right to express an 
opinion about the results of his special examina- 
tion until he knows something of the medical 
aspects of his patient’s condition. This is not a 
matter of invading somebody else’s field, it is a 
matter of knowing thoroughly your own field. In 
my own opinion, the handwriting is already on the 
wall, the internist who can do nothing but inter- 
nal medicine is doomed, just as is the oculist 
who can do nothing but ophthalmology. Each 
must know something of the other’s territory, 
and I would particularly advise all the young men 
who are preparing to be internists to include in 
their preparation the simple use of the ophthal- 
moscope. 


Dr. Charles A. Bahn (New Orleans): No struc- 
ture of the body contains a greater number of 
highly specialized tissues than does the eye. This 
accounts for the fact that at least six of every 
ten patients who consult the ophthalmologist pres- 
ent an extra-ocular factor which must be seri- 
ously considered if we are to cure the eye symp- 
toms. Dr. Blum has emphasized a number of 
the more frequent signs of general disease which 
are manifested in conditions affecting the eye, 
and it might be of interest to mention a few of 
the more rare signs. 


For example, there is a ring of pigment which 
is seen in the deeper layers of the cornea and 
which is called Kayser’s ring; it is practically 
always associated with degenerative disease of 
the liver and brain (Wilson’s disease), and its 
appearance, therefore, is almost pathognomonic 
of disease in organs far removed from the eye. 
A form of retinal angiomatosis is practically al- 
Ways associated with a similar condition in the 
cerebellum (Lindau’s disease). The perinuclear 
type of cataract indicates that an endocrine dys- 
function, usually in the parathyroid, has existed 
between the ages of two and four years. The 
lens of the eye is one of the few structures of 
the human body which retains at death the cells 
with which embryonic life was begun, and for 
that reason we can tell with absolute accuracy 
when any special part of it was formed, and we 
can likewise often tell when any disease devel- 
oped in it. Nodule formation in the iris speaks 
strongly for the existence of syphilis, tuberculo- 
sis, leprosy or sympathetic disease, the character 
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of the nodules often enabling us to tell which was 
the causative factor. 

Such examples are evidence of the unlimited 
field of diagnostic skill which the competent oph- 
thalmologist can command. 





THE TREATMENT OF THE EXCRE- 
TORY PORTION OF THE LACRY- 
MAL APPARATUS.* 


W. S. SIMS, M. D., 
JACKSON, Miss. 


I have nothing new to present on this sub- 
ject and my excuse for this paper is a 
desire to give an outline of the different 
methods of dealing with the lacrymal sac, 
and the one I have found from experience 
the most satisfactory. 


It should be the aim of every surgeon 
to repair and preserve the function of an 
organ in all cases when such is possible. 
In this there is no dispute. 

The writer has long since discarded the 
use of probes as a method of treatment for 
dacryocystitis except in very rare cases 
and in infants. 

Even in these cases it is better to first 
try other wel known methods before re- 
sorting to probes. Fuchs says that a per- 
manent cure with probes is one of the rarest 
exceptions. 


Parsons says it is impossible to probe a 
swollen and inflamed duct without injury 
to the walls. He furrther says that the 
healing of the abrasions is accompanied by 
the formation of connective tissue which 
contracts when it organizes and leads to 
fibrous stricture instead of obstruction by 
swollen mucus membranes. 

The writer has for the last several years 
adopted what might be called a conserva- 
tive method of treatment with far more 
success than with probes. First, a careful 
examination of the nasal mucus membrane 
is often of value, especially about the in- 
ferior turbinate. Here we may find the 





* Read before the Section of Eye, Ear, Nose 
and Throat, at the Sixty-fourth Annual Session 
of the Mississippi State Medical Association, Jack- 
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origin of the trouble, and if so, treatment 
may lead to a permanent cure. The next 
step is to induce anesthesia of the con- 
junctiva, and then proceed to enlarge the 
lower punctum with a conical sound suffi- 
ciently to permit the entrance of the 
syringe point. (A slit of two or three m.m. 
is allowab'e). A few syringefuls of a boric 
solution is passed into the canaliculus and, 
if it fais to pass down into the nose, it 
must be repeated every day for a week or 
ten days. In a majority of cases we will 
succeed in getting the liquid through. When 
this occurs the syringing should be con- 
tinued at longer intervals, from four to six 
weeks. If not successful with the boric 
lotion, argyrol (10 to 25 per cent) should 
be used. It is a decided advantage in some 
cases to first use a solution of cocain and 
adrenalin. This is true in a great number 
of cases if recent and if they have not been 
previously treated with probes. The 
rationale of this depends upon the fact that 
the walls of the sac and duct are inflamed 
and swollen. The treatment reduces the 
swelling and restores the communication. 


A canalicu'us should never be slit up to 
the sac because it too often results in an 
obstruction more obstinate to deal with 
than the former one. 


Of course cases are met with that do not 
respond to this method of treatment, and a 
radical operation is indicated. There are 
three operations recommended: 

1. Incision, followed by treatment with 
probes. 

2. Destruction of the sac. 

3. Extirpation of the sac. 

In certain selected cases, as a foreign 
body, the following case gives a very clear 
idea of one way when the first method was 
adopted and failed. 

An incision was made after the method 
of Meller for the extirpation of the sac. 
After reaching the sac it was discovered 
that the lower part of the sac was very 
much enlarged and hard. I remembered on 
one occasion at Fuch’s clinic that a patient 
before doing a cataract extraction was 
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operated upon for a dacryocystitis by open- 
ing the sac and packing the wound with 
gauze before doing the extraction which 
was allowed to remain until the wound of 
the eye ball had closed. The gauze was 
then taken out, the wound closed and the 
canal performed its function as before. 


Acting upon this observation, the sac in 
my case was opened and a mass of concre- 
tions removed with a curet. With a probe 
it was learned that the opening was now 
through to the nose. The wound, after be- 
ing washed was closed. 

Followiing this every day with a syringe- 
ful of warm boric acid solution for ten days, 
a perfect cure was obtained. 


The writer has had a very limited ex- 
perience with the second method or the 
destruction of the sac. There has only been 
two cases and both proved to be successful, 
but with some scar tissue. A fifty per cent 
trichloracetic acid was used for the destruc- 
tion of the sac, as recommended by Dr. 
Harold Gifford, of Omaha. 


The best of the operations devised for the 
extirpation of the sac is the one recom- 
mended by Dr. Allen Greenwood and de- 
scribed by him in a paper before the Ameri- 
can Academy of Ophthalmology and 
Laryngology in 1920. A brief description 
of the operation, mainly in his own words, 
fo‘lows: 

The patient is prepared as usual for such 
an operation and general or local anes- 
thesia brought about. Prior to making the 
incision it is well to place a strip of adhes- 
ive plaster across the closed lids over the 
eye on the side to be operated upon. 

It is then the author’s custom to outline 
on the skin with the finger nail the exact 
position of the lacrymal crest. A small 
scalpel should be used and the incision 
started one or one and one-half m.m. above 
the triangular ligament and the cut made 
directly down to the bone and following 
along the crest as close to the lip as possible 
downward and outward nearly two c.m. in 
length. 
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On separating this wound with one of 
the special retractors, it will be found, if 
the incision has been made properly that 
the bone is exposed all along the lacrymal 
crest. 


The next step is to have the assistant to 
hold up the upper angle of the wound with 
a large strabismus hook. This helps to 
control hemorrhage and enlarges the field 
of operation. With a knife, an incision 
should now be made through the perios- 
teum from above downward, if the first in- 
cision did not cut clean to the bone. 


This periosteum incision follows as close 
to the edge of the crest as possible. Usu- 
ally about one-half m.m. is enough to pre- 
vent endangering a slipping over into the 
sac. On separating the periosteum from 
the crest it will be found difficult to go far- 
ther as here it is firmly attached to the bone 
and to the deep fascia which lies over the 
sac. In fact, the deep fasica and perios- 
teum are intimately interwoven to this 
point. It being impossible to separate the 
periosteum any farther, a knife point can 
be used to cut through close to the bone and 
at once the sac comes into view. The nick 
thus made should be enlarged upward and 
downward until the sac is thoroughly ex- 
posed . The above method of finding the 
sac is certainly very greatly simplified. 

Following the exposure of the sac, a 
periosteal elevator may be used to pry the 
sac from the anterior portion of the lacry- 
mal fossa, this being part of the lacrymal 
crest of the maxilla and made up of heavy 
bone. Posterior to this, however, lies the 
portion of the lacrymal fossa which is made 
up from the nasal bone, and here great care 
must be exercised not to perforate the bone. 
At this stage the author prefers to use a 
strabismus hook, gent'y separating the sac 
from its posterior bed. 

The next step is a little more difficult, 
but is simplified by taking a broad hold on 
the temporal cut edge of the periosteum 
and fascia with a pair of fixation forceps. 

After the sac has been separated in this 
way from the deep fascia it is possible to 
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pass a strabismus hook completely around 
the sac. The sac is then grasped with for- 
ceps as low down as possible and cut off 
deep in the lower part of the fossa. The 
sac is now lifted out of its bed, the canali- 
culi cut, and the dome of the sac separated 
from the upper part of the fossa. 


The curetting of the lacrymal canal, clos- 
ing of the wound and after treatment dif- 
fers in no practical way from Meller’s well 
known method, and will not be described 
here. I might say, however, Meller’s 
method of curetting the canal is far better. 


DISCUSSION. 


Dr. W. A. Stevens (Gulfport): Disease of 
the lacrymal canal is one of those things seen 
rarely and regretfully. The treatment is unsatis- 
factory. 

I agree with Dr. Sims that probing is not a 
rational treatment. Improvement from its use is 
necessarily temporary and there is likely to be 
more constriction after than before. A treatment 
that is often effective is the instillation of colloidal 
silver solution into the eye, with intermittent 
pressure over the lacrymal sac. 


Extirpation is the only operation that I have 
done for chronic disease of the sac. The objec- 
tion to this operation is that the patient may still 
be annoyed by epiphora. Nevertheless it re- 
moves the menace to the eye, and it is still em- 
ployed by most opthalmologists. 


Dacryocysto-rhinostomy is an operation that 
Dr. Sims did not mention and with which I have 
had no experience. In different forms it has 
enthusiastic advocates and in certain respects it 
seems to be the ideal procedure. There are three 
objections to it, however, liability of the nasal 
opening to close, ease of spread of infection from 
nose to eye, and the danger of extension of infec- 
tion from the sac to the ethmoid cells. 


Dr. James B. Stanford (Memphis): I have had 
the pleasure of seeing Dr. Greenwood do his oper- 
ation a few times, and must comment on the 
amazing speed with he can extirpate the sac. It 
hardly takes him ten minutes to remove the sac 
and close the incision. 


Dr. A. G. Wilde (Jackson): There is probably 
no operation done on the human body that is so 
small, and at the same time so difficult of perfec- 
tion, as the removal of the lacrymal sac. During 
its extirpation it is necessary to keep the local 
anatomy clearly in mind. When there have been 
multiple attacks of inflammation, and probably 
one or more perforations of the sac, the various 
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layers become so adherent, and enmeshed in scar 
as to be indistinguishable. One is then forced to 
rely on the bony landmarks. 


In its elimination, the method of Greenwood 
as so well described by Dr. Sims, has several 
advantages over the usual Meller technic, not 
only from the saving of time, but by sticking 
closely to the bone one is less likely to open the 
sac and thus allow a portion of the infected 
mucus membrane to remain. It is advisable to 
remove the upper end last, as its apex is sur- 
rounded by a venous plexus that if wounded can 
bleed abundantly and jeopardize the success of 
subsequent manipulations. 


While we speak of “acute dacryocystitis,” we 
probably never see that stage. What we meet is 
an acute flare up of a chronic dacryocystitis, 
that by extending into the surrounding tissues 
has developed what might be more accurately 
termed an “acute peri-dacryocystitis.” 


In lacrymal stenosis, I have had few successes 
following the use of probes. By these the mu- 
cous membrane is traumatized, or a portion is 
destroyed, that will later form scar tissue and 
thus aggravate the very condition you are at- 
tempting to relieve. In the congenital type 
probing is indicated, and one passage into the 
nose will permanently relieve the condition. 


Here a simple method is sometimes effective. 
The sac is filled with saline solution, and the 
canaliculi occluded. A quick push on the dis- 
tended sac will by hydraulic action transmit this 
energy downward, and break through the point 
of obstruction that is usually at its inferior out- 
let. If this is not successful, use the probe. 


In cases of difficult probing, where the ob- 
struction is located below the sac, the Dean 
method may be found effective. The sac is 
opened below the canthal ligament, and any 
necessary treatment is applied to its lining. A 
probe of the Ziegler type is then passed from 
the sac directly into the lacrymal canal. 


In any consideration of the punctae and ca- 
naliculi we must recall that they perform their 
function by capillarity, and when dilated be- 
yond this point they cease to drain properly. 
Hence a number four Bowman is probably the 
largest that can be used with safety. 


Dr. H. L. Arnold (Meridian): There are one 
or two points I would like to bring out in this 
discussion, and one is the infection or closing of 
the drainage of the canal. Extirpation of the 
sac is best. One unfortunate part is the fact 
that so frequently, intranasal infection has ac- 
companying sinus troubles. Extirpation, I re- 
peat, is the operation of choice, and some form 














of intranasal drainage is the best for others. 
Dr. Sims mentions one thing in which I do not 

agree with him—the injection of argyrol. There 

is a possibility of precipitation of fluid in the 


tissues. There are other things that can be used 
besides the silver solutions. 


Dr. E. L. Wilkins (Clarksdale): I want to 
emphasize what has been said about the in- 
jection of argyrol in the sac. Some time ago I 
met a man on the street who was bigger than 
me, and he threatened me seriously for inject- 
ing argyrol in the sac. It was the only one I 
ever had like that, but—never again! 


Dr. W. S. Sims (closing): Replying to your 
objections to the use of argyrol: We do not use 
it if we suspect an open wound, as we too often 
have after the use of a probe. Be very careful 
of its use in any open wound in the canal. So 
it is only when we have an open wound that we 
have cause to fear undesirable results. Of course, 
we must use all of those silver preparations very 
cautiously, epecially for two great a length of 
time, owing to a stain of the conjunctiva that 
might occur. There is another thing we must 
keep in mind: and that is that argyrol, after a 
very few days, deteriorates and is worthless. 





ABORTIVE POLIOMYELITIS: 
REPORT OF TWO CASES.* 


J. H. Musser, M. D., anD L. A. Monte, M. D., 
NEW ORLEANS. 


During the past late summer and early 
fall, there has been a relatively widespread 
epidemic of poliomyelitis, with the greatest 
incidence of the disease in New York City, 
New York state, Connecticut and Massa- 
chusetts. Of the original cases a large 
number were reported from these states, 
but since then the disease has spread 
rather widely throughout most of the 
Northern states. The severity of this 
epidemic may be judged from the fact that 
for some weeks poliomyelitis lead all of the 
reportable diseases in frequency in the 
United States registration area. Although 
poliomyelitis has a tendency to remain 
located in a comparatively small area, 
nevertheless there is always a chance and 





*From the Department of Medicine, Tulane 
University School of Medicine, and Charity Hos- 
pital of Louisiana, New Orleans. 
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possibility that there may be a widespread 
epidemic throughout the United States. 
There have been reported in Louisiana but 
a few cases, though at the present time at 


- Charity Hospital there are more patients 


than at any time in the past few years. 


Poliomyelitis is a disease in which only 
a comparatively small number of the cases 
present the full-fledged, characteristic pic- 
ture of the disease. It is estimated that 
from 40 to 60 per cent of the cases show 
no evidence of paralysis and that from 
10 to 15 per cent of the total show 
symptoms referable to the cerebro-spinal 
system which are minimal and are not 
always recognized. Two patients were 
observed in Charity Hospital, Ward 248, 
who presented symptoms of meningeal irri- 
tation, the cause of which would probably 
not have been recognized without the 
facilities that a big hospital affords for 
performing lumbar punctures and other 
diagnostic procedures, and where the house 
officers are most vigilant in watching for 
cases of meningitis. It is for the reason 
that such cases are often overlooked that 
we are reporting briefly these two cases 
of what unquestionably represent abortive 
poliomyelitis. 


Case 1. N. D., a colored girl, aged 19 years, 
was admitted to the hospital on the 25th of Sep- 
tember, because of headache and stiffness of the 
neck. She had had this headache for several days. 
The stiffness of the neck developed twenty-four 
hours before admission. With this she also had 
some fever. There were no other outstanding 
subjective symptoms of moment. Physical exam- 
ination showed nothing further than a distinct 
rigidity of her neck muscles and fever, tem- 
perature on admission being 102°. Because of 
the importance of recognizing early meningitis, 
a lumbar puncture was performed. Examination 
of this fluid showed a cell count of 750 with 70 
per cent polymorphonuclears and 30 per cent lym- 
phocytes. Globulin was 1+. The Wassermann 


and the spinal fluid were negative and there were 
no organisms observed in the culture or the smear. 
The next day the temperature fell to normal and 
remained so for the following six days the patient 
was in the hospital. A lumbar puncture performed 
a few days later resulted in the drawing of a clear 
fluid which was not under pressure. 


The cell 








476 MuSSER-MONTE—Abortive Poliomyelitis 


count had fallen to 180. Colloidal gold was nega- 
tive, as was the globulin, and the sugar was 41 
milligrams per 100 cc. Patient was discharged six 
days after admission without any evidence of in- 
volvement of the central nervous system. 


Case 2. A. J., a young white girl, 17 years old, 
was admitted to the service of Dr. Stulb* on the 
24th of September and discharged on the 30th of 
September. She was admitted to the hospital be- 
cause she had pain in the back of her neck and 
because she had fever. With this pain there was 
also complained of considerable stiffness of the 
back of the neck and general malaise. On account 
of the rigidity of the neck, plus the headache, 
plus fever, early meningitis was considered as a 


possible diagnosis. Spinal puncture was done at 
once and the spinal fluid was slightly cloudy and 
under increased pressure. Globulin was 1+, but 
there were no organisms found in the smear. The 
next day a second spinal puncture was performed 
and this time the report showed a cell count of 
325 leukocytes, with 60 per cent polymorphonu- 
clear cells. Globulin was still 1+ and the colloi- 
dal gold curve was 111111100. The Wassermann 
reaction was negative. The third s:inal puncture 
was done the following day and the fluid showed 
a cell count of 75 leukocytes without any other 
findings of moment. The globulin was negative. 
This patient remained fever-free after the first 
day she was in the hospital. She remained so 
until the time of discharge. The only abnormal 
physical finding was rather marked rigidity of the 
muscles of the neck. 


COMMENT. 


Here were two cases which presented 
much the saime objective and subjective 
findings. The spinal fluid gave the most 
direct and positive evidence of poliomye- 
litis. “The meningeal reaction is probably 
the first lesion in the disease and is the 
logical basis of the clinical neck and back 
signs” (Amoss). We are unaware of any 
morbid conditions, except poliomyelitis, 
which would cause an increase in the spinal 
cell count comparable to the count in these 
two cases which will be followed by such 
a prompt drop in the count. So-called 
meningismus, the authenticity of such a 

*We are indebtcd to Dr. Stulb for the privilege of re- 
porting the case. 


diagnosis being questionable, does not 
cause an increase in the polymorphonuclear 
leukocytes of the spinal fluid. Epidemic, 
tuberculous or pneumococcic meningitis 
causes such a reaction but a meningitis 
caused by one of the usual organisms 
which produce inflammation of the men- 
inges does not so promptly and immediately 
disappear as do the symptoms of poliomy- 
elit's, nor does epidemic nor other types 
of encephalitis. One of the interesting 
features of poliomyelitis is the very prompt 
disappearance of the virus from the naso- 
pharynx after the onset of the attack of 
the disexse and the very remarkable and 
efficient rapid building up by the body 
mechanisms of defense against the disease, 
a defense which is so prompt that it is only 
under exceptional circumstances that, after 
the initial blow or paralysis, there is any 
further development of symptoms, a de- 
fense which persists throughout life and a 
defense which is capable of over-manufac- 
turing antibodies to such an extent that 
only a small amount of blood serum from 
a patient who has recovered from the dis- 
case will abort an attack in a second 
individual who may have developed polio- 
myelitis and who is in the pre-paralytic 
stage of the disease. 
CONCLUSION. 


The importance of recognizing poliomy- 
elitis is obvious from the point of view of 
the epidemiology of the disease. It is the 
mild, abortive and unrecognized cases 
which presumably are responsible for the 
spread of poliomyelitis. In questionable 
instances lumbar puncture should be per- 
formed promptly, and even repeatedly, in 
order to make a diagnosis, which, while 
not made with the definiteness of such a 
condition as meningitis in which the 
organisms are identified, nevertheless it is 
substantially trustworthy in the majority 
of instances. 
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THE CARE OF THE INDIGENT 
TUBERCULOUS PATIENT. 


The death rate for tuberculosis in the 
State of Louisiana is only slightly higher 
than the death rate throughout the regis- 
tration area of the United States. In Louis- 
iana there occurs yearly 80 deaths per 100,- 
000 population, as contrasted with 76 else- 
where. This slight unfavorable difference 
is readily explained by the known higher 
mortality rate in the negro as contrasted 
with the white. As a matter of fact, if the 
negro deaths were omitted the death rate 
in Louisiana would be considerably lower 
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than in most states of this country, proving _ 
the relative infrequency and the favorable 
outcome of tuberculosis in the warm, sun- 
shiny and salubrious climate of the far 
south. 


One might speculate on the possibility 
of considerably lowering the mortality rate 
were there adequate facilities to take care 
of the early and late cases of tuberculosis. 
There should be an increased number of 
beds for the care of the tuberculous in 
Louisiana. A satisfactory number of beds 
in each state is considered to be one for 
each death that occurs in the state. Twelve 
states have already obtained this satis- 
factory condition, and there are several 
states approaching the ideal which is held 
to be two beds per death. Minnesota has 
already obtained this ratio of beds to pati- 
ent. In Louisiana there are every year 
approximately 1,800 deaths from _ tuber- 
culosis. There are approximately, accord- 
ing to the method employed in estimating 
the number of tuberculous individuals in 
the community, nine times as many sick 
from the disease as die. For the care 
of the indigent tuberculous individual 
there should be approximately 1,800 beds 
available. As a matter of fact, there are 
only about 420 beds that are now in use. 
Charity Hospital in New Orleans leads the 
list with 197 available beds. The Pines in 
Shreveport has a hundred beds, and the 
Shreveport State Hospital has 48. The 
new Tuberculosis Hospital at Baton Rouge 
has in use about 65 beds, and the new 
Tuberculosis Home in Gentilly, New Or- 
leans, according to available figures, has 
about 10. There are, however, 280 beds 
available but which can not be used be- 
cause of lack of funds. This represents a 
situation which is unlike any similar con- 
dition in the United States. In most places 
there is difficulty in raising money to get 
the beds. In Louisiana, although the num- 
ber of hospital beds is 700, actually there 
are 280 which can not be used because of 
lack of support. Louisiana needs more 
beds than it has, but the crying need at the 
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present time are funds to maintain and 
run the beds which could be used had they 
the support of the state and the community. 
Every city, town and hamlet in Louis- 
iana is crying for a place to send their 
tuberculous patients, not only for those 
that are far advanced in the disease but 
also those who are suffering from minimal 
tuberculosis. If all these different com- 
munities were to get together and to urge 
upon their representatives in the State 
Legislature the necessity of appropriating 
funds to take care of those State hospital 
beds which are not being used, much might 
be accomplished in securing the additional 
number of places for the care of the tuber- 
culous. Furthermore, were more beds 
available, it is possible that the patients 
who represent the most desirable type of 
patient from point of view of health con- 
ditions in general, namely, the early cur- 
able cases of tuberculosis, could be taken 
care of and the hospital beds would not 
have to be used almost entirely by the far 
advanced patient who is dying of tuber- 
culosis without hope of cure and who is 
hospitalized largely for nursing care. 





A NEW MEDICAL JOURNAL. 

The Medical Association of the State of 
Alabama, largely as a result of the efforts 
of Dr. James Baker, State Health Officer, 
has started a journal which is published 
not only for the benefit of the doctors who 
are members of the State Medical Associa- 
tion but also issued for the purpose of pre- 
senting to the medical profession of the 
State various communications and reports 
from the State Board of Health. The first 
four numbers of this new journal have 
now appeared. The promise that the first 
number held forth has been maintained in 
the other numbers of this new volume. The 
first number contained some extremely in- 
teresting scientific presentations and some 
excellent editorials. The same high stand- 
ard of articles and editorials has been con- 
tinued in the subsequent numbers of the 
Journal. Particularly valuable in each of 
the several copies of the Journal is the 


department conducted by the State Board 
of Health. In this special section, reports 
of the various Bureaus are made available 
for the state doctors, so that each month 
the physicians of Alabama are made cog- 
nizant of what the Department of Pub- 
lic Health is doing. In addition to the in- 
formation as to what the Department is 
accomplishing, opportunity is afferded the 
State Health Officer in charge of adminis- 
tration of pointing out what can be done 
and what will be done with the cooperation 
of the state doctors. 


The Journal of the Medical Association 
of the State of Alabama contains approxi- 
mately 45 pages of printed material. The 
format is excellent, printed as the work is 
on high grade of paper with clear and well 
defined type. The one editorial deficiency 
seems to be in the book reviews. Perhaps 
the editors have had some definite purpose 
in mind in not giving the full details con- 
cerning the book which is under review. 
It adds to the information of the reader 
of a review if he knows by whom the book 
was written, the degrees of the author, 
where the book was published, when it was 
published, and the number of pages of the 
book. We have always felt that it might 
be and should be of further interest to the 
reader to know the price of the book, be- 
cause after reading a favorable review he 
may wish to purchase the volume. 


The New Orleans Medical and Surgical 
Journal extends its best wishes to this new 
publication of a sister State. We trust 
that it will have a long life and that a 
bright future awaits it. 





THE MATAS BIRTHDAY VOLUME. 

The October number of the American 
Journal of Surgery has been designated as 
the Matas Birthday Volume. In this num- 
ber of the Journal has been published the 
collection of surgical essays that were 
written in honor of Dr. Rudolph Matas. 
The volume will be subsequently bound for 
permanent preservation for the _ sub- 
scribers. 
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A distinguished list of contributors has 
made possible this tribute to the great New 
Orleans surgeon. Dr. Matas’ professional 


intimates in this country and his friends 
in Europe, surgeons all of repute and fame, 
have joined together to make this Fest- 
schrift volume a real contribution to medi- 
cal literature. The volume contains first 
an excellent picture of Dr. Matas, and then 
follows an appreciation of Professor 
Rudolph Matas which is unsigned, but 
which one rather suspects comes for the 
pen of Dr. Isadore Cohn, the Chairman of 
the Committee which arranged for this 
volume. Following this there are twenty- 
one scientific contributions. As would be 
expected, quite a few of these have to do 
primarily with vascular surgery, and they 
are presented as a compliment to the fore- 
most vascular surgeon of his generation. 
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In addition to this particular subject, there. 
are articles on a variety of surgical pro- 
cedures and topics. They range from 
splenectomy to operations on the nose, 
from cancer of the breast to tuberculosis 
of the ileum. It would be unfair to attempt 
to select two or three of the articles as 
being outstanding. They are all excellent 
as would be anticipated from the names of 
the authors who represent the most distin- 
guished surgeons of this country, Spain, 
France, and Italy. 


The Matas Birthday Volume represents 
a very real and permanent expression of 
appreciation of a great and accomplished 
surgeon, who is admired and respected 
throughout the civilized world. The com- 
mittee who was responsible for the volume 
has done itself credit as well as paying 
honor to Dr. Matas. 





HOSPITAL STAFF TRANSACTIONS 


CHARITY HOSPITAL SURGICAL STAFF. 
The regular monthly surgical staff meetings 
were resumed on October 21, following their 
discontinuance during the summer months, with 
election of officers as the only business trans- 
acted. Dr. I. M. Gage was elected chairman, Dr. 
A. H. Gladden vice-chairman, and Dr. G. C. 
Anderson secretary, all to serve through to Sep- 
tember, 1932. 
Frank L. Loria, M. D. 


TRANSACTIONS OF THE CHARITY 
HOSPITAL GENERAL STAFF. 

The yearly meeting was called to order on the 
night of November 3, last by Dr. A. E. Fossier, 
president. After reading of the minutes the pres- 
ident made his annual report in which he called 
the staff’s attention to the fact that the hospital’s 
centennial occurs during the coming year. It was 
intimated that the staff should take due cognizance 
of this. The surgical staff failed to make its 
yearly report. On the other hand the medical 
staff turned in its customary report. The report 
of the autopsy committee was made through Dr. 
J. H. Musser, chairman, who stressed the fact 
that a prize to the interne securing the greatest 
number of autopsies should be offered yearly. 
However, he reported that a greater number of 
autopsies were done during the past year than 
formerly. Following this the secretary made his 


yearly report. Dr. Arthur Vidrine, superinten- 
dent, next addressed the staff. In his report he 
mentioned the excellent co-operation of the staff, 
the maintenance of the death rate within figures 
comparable to those of other great institutions of 
a similar capacity, and the friendly spirit exist- 
ing among members of the staff and especially 
the two medical schools using the hospital for 
teaching purposes. Following this officers for the 
following year were elected. Dr. A. C. King was 
elected president, Dr. E. H. Walet vice-president, 
and Dr. Frank L. Loria was re-elected secretary- 
treasurer. 


Frank L. Loria, M. D. 


SOUTHERN BAPTIST HOSPITAL. 

The regular clinical staff meeting of the South- 
ern Baptist Hospital was held Tuesday, October 
20, 1931. The first paper was a presentation by 
Dr. M. P. Boebinger, who discussed “Removal of 
Growths from Vocal Cord.” The second paper on 
the scientific program was presented by Dr. R. 
H. Potts, who spoke upon “Acute Miliary Tuber- 
culosis.” This paper was discussed by Dr. H. W. 
E. Walther and Dr. R. M. Willoughby. 


Since the last meeting there has been admitted 
to the hospital 554 patients, 17 of whom died. 
There were only two autopsies held on those in- 
dividuals who died in the hospital, a number en- 
tirely too small. 
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The Medical Staff meeting, held November 24, 
was made up of two papers, the first of which was 
an extremely interesting case report by Dr. Rena 
Crawford. This was a patient with Erythrocythe- 
mia, who had very extensive clinical studies made 
and who presented some very interesting roent- 
gen-ray findings. Paper number two on the pro- 
gram was a very complete discussion of Surgical 
Parotitis by Dr. E. Z. Browne. 


It was reported that during the past month 
there have been 530 patients discharged from the 
hospital, with 18 deaths. Six of these 18 patients 
came to autopsy, a percentage of 33.3, a better 
percentage than has ben obtained in recent 
months. 


HOTEL DIEU. 


The regular monthly meeting of the Visiting 
Staff of the Hotel Dieu was held Monday, October 
19, 1931, Dr. Theodore J. Dimitry presiding. 
There were fifty-one members present. 


Dr. Lucien Fortier gave an interesting talk on 
“Obstructions of the Esophagus Produced by 
Small Hernias of the Stomach through the Di- 
aphragm.” These, he stated, occur more often than 
is generally supposed; many cases of diaprag- 
matic hernia are reported, but little thought is 
given to the feature of the esophageal obstruction 
being caused by them. Even the radiologist will 
often go over a gastro-intestinal case, look at the 
cardiac end of the stomach, and then forget it; 
most of these hernias are caused by the cardiac 
end of the stomach protruding through a congeni- 
tal opening in the diaphragm. It is well to take 
pictures in many positions. 


Dr. Fortier described two cases of obstruction 
of the esophagus, both of which required many ex- 
aminations before the correct diagnosis could be 
made. The first showed symptoms that did not 
tally with obstruction due to ulcer or malignancy, 
or even cardiospasm; after several examinations 
(nothing the dialatation of the esophagus and some 
displacement of the lower end of the esophagus), 
a filling of the stomach above the diaphragm was 
encountered. The second case was one of almost 
complete obstruction of the esophagus with 
marked dilatation; this likewise required many ex- 
aminations before the portion of the stomach 
above the diaphragm could be filled. 


Dr. J. B. Guthrie, who had treated one of the 
cases mentioned, gave a brief history as follows: 
The patient, a man about 65 years of age, showed 
symptoms of carcinomatous degeneration, poor 
digestion, with acute disturbances. The roentgen- 
ray revealed an unsuspected diaphragmatic hernia; 
there was irregular retention through a slit in the 
diaphragm. 


Dr. Maurice Gelpi expressed his gratitude to 
Dr. Fortier for calling attention to diaphragm- 
atic hernias of the stomach, adding that this will 
explain many previously unexplainable gastric 
symptoms. 


Dr. Louis Levy also described a case of 
diaphragmatic hernia in a new-born infant; the 
baby did fairly well until the third day, when gas 
began to distend the bowel; there was syncope 
and very short breathing, which were unaccount- 
able except that the abdomen was tympanitic. 
Dr. Fortier gave a roentgen-ray diagnosis of 
diaphragmatic hernia, and the eutonsy revealed 
this to be correct. 


Dr. Fortier also demonstrated a case of lung 
abscess producing empyema. A brief history fol- 
lows: The patient gave evidence of serious trou- 
ble in the chest, following a tonsillectomy else- 
where; the first roentgenogram looked more like 
bronchial pneumonia involving the upper lobe of 
the right lung; a few days later, a second film 
showed a definite rounded dense mass and a pos- 
sible suggestion of fluid level; there was some 
pneumonitis of the lower lobe of the right lung 
at that time, and the heart was displaced to the 
right. With patient on the left side, a definite 
picture of the abscess of the right lung was ob- 
tained. Several weeks later a definite empyema 
of the right side was noted; after aspiration of 
approximately 800 c. c. of pus, and injection of 
air, the fluid level was shown parallel to the floor, 
indicating adhesions of the lung to the axilliary 
portion of the chest. Fluid could not be removed 
at this time, and in two days raore. roentgeno- 
grams were made to help in locating the fluid; a 
lateral view showed the anterior portion clear, all 
of the fluid lying posteriorly. This roentgeno- 
gram also gave an explanation of why no fluid 
could be aspirated on the second attempt. The 
lung had become adherent at the site of the first 
aspiration, which also had caused the displace- 
ment of the heart. The now definitely localized 
pocket was aspirated easily. 


Dr. Jerome Landry submitted the following un- 
usual and interesting case: The patient com- 
plained of pain in the right shoulder; tentative 
diagnosis of arthritis was made. He was treated, 
but became progressively worse; one day he de- 
veloped a hoarseness and was sent to Dr. Fuchs, 
who reported paralysis of the vocal cords—a bi- 
lateral adductor paralysis, a condition unusually 
rare, and at the time unexplainable. Treatment 
was given, but patient suffered continuously, 
symptoms suggesting an aneurysm. 


Dr. Fortier and Gately made a series of pic- 
tures looking for the cause of the paralysis of 
vocal cords, and found a negative chest. The 
scapular region was examined roentgenologically, 
and films showed areas of necrosis along the outer 
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border of the scapular near the tip, making it 
doubtful as to whether this might be malignancy, 
necrosis, or osteomyelitis. 


Aspiration of the mass was done, and micro- 
scopic examination revealed what looked like a 
sarcoma, but was a bit different from the com- 
mon type of sarcoma; the examination was made 
under difficulty, for very little tissue could be 
drawn out with the hypodermic needle. In this 
respect, Dr. Louis Levy described a trocar which 
he has seen demonstrated, with a snare at the 
end, from which a piece of tissue might be bitten 
from any depth by simply setting the scale on the 
trocar, and which he stated would prove very 
valuable in a case of this kind, or in a liver malig- 
nancy. 


The growth was exercised with a radio knife 
and immediately all pains subsided. The para- 
lysis of the cord, however, did not pass away. 
On microscopic study of the tumor, it was found 
to be a chordoma. After this operation, roentgen- 
ray examination of the chest showed it still nega- 
tive for any laryngeal trouble. 


About five weeks after the resection the man 
began suffering with severe pain in the chest— 
so bad that he was taking about 12 gr. of mor- 
phine daily. He has a recurrence with metasta- 
tic growth in neck and axilla, and all over his 
body; the condition now appears to be starting 
in the groin. 


Dr. Maurice Couret, in describing chordomas, 
stated that they are not frequently seen. This 
particular tumor, he stated, was of the malignant 
type, and most certainly would have the tendency 
to metastasize, as has happened. 


Dr. J. T. Nix was asked to give his impressions 
of the Convention of the American College of Sur- 
geons in New York City, which he has just at- 
tended. He compared the meeting to a twelve- 
ring circus, in which only a small part of one ring 
can be seen by any one person. He was, of course, 
particularly interested in surgery, and gave some 
very enlightening points on the subject, from dis- 
cussions had at the convention. For examole: 
(a) An oblique transverse incision for gall blad- 
der work, a great improvement on the usual longi- 
tudial or mid-rectus incision; (b) a new instru- 
ment for resection of the stomach, consisting of 
a large clamp that inserts staples in the stomach 
in two parallel lines; when the clamp is removed, 
both surfaces of the stomach are clamped, the 
cautery is used, and the wound speedily closed. 
In the Mayo clinic, the mortality for gastric re- 
sections is now but 5 per cent as compared with 
60 per cent fifteen years ago, when the Polear 
technic was first introduced. 
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He quoted Dr. Cutler, who spoke on surgery of 
the heart, mentioning four conditions in which 
surgery of the heart is indicated: First, puncture 
wounds, causing blood to pour into the pericar- 
dium and mechanically stopping the heart; if the 
operation is performed in time to open the peri- 
cardial sac to let the blood out, the patient can be 
saved. Second, in cases of angina pectoris, fair 
results are obtained by resecting the superior 
cervical sympathetic ganglia. Third, suppurative 
pericarditis, which is seldom recognized until after 
death. If the diagnosis is made sufficiently early, 
however, a simple trephine opening from above, 
just at the lower end of the sternum, about 1 in. 
in diameter, opening the pericardial sac and in- 
serting a drain, will work a cure. Fourth, in 
cases of mitral stenosis, he advised the use of 
what he calls an “Endocardialvalvatome.” Punc- 
tures are made and tags clipped off the mitral 
valve, producing mitral regurgitation. There is 
only one successful instance of this operation, 
however; it was tried ten times when the patients 
would almost surely have died otherwise. 


He quoted Dr. Chas. Mayo on life extension, and 
Dr. Beasley of Philadelphia on traumatic surgery, 
whose axiom “Safety Afterwards,” as well as 
“Safety First’”—by selecting the right hospital, 
is worth remembering. 


Dr. Nix also mentioned the tendency to build 
medical centers and schools in the vicinity of hos- 
pitals, indicating the Presbyterian Hospital, the 
New York Medical Center, composed of Columbia 
U., College of Physicians and Surgeons, Squires, 
and the Children’s Hospital—and Cornell Univer- 
sity, which is now building a hospital and medical 
center at a cost of $50,000,000. 


He repeated the warning of Professor Angel, 
president of Yale, to the effect that the present 
tendency to make matriculation in the medical 
schools increasingly difficult, is creating cults and 
giving these cults a place in society. 


Drs. E. Souchon, R. Unsworth, and O. C. 
Cassegrain discussed an interesting brain case, 
giving a history of severe headache with occasional 
vomiting. The pathological spinal fluid showed a 
neutrophile count, and on two occasions contained 
a considerable amount of blood but no pus.. Ap- 
parently, it was a case of cerebral lesion (prob- 
ably an abscess), as indicated by weakness of the 
right hand. There was no paralysis. The un- 
usual feature is that there was no defect in the 
conscious field—no cloudiness—no unconscious 
moments. Localized pressure was indicated, so 
Dr. Cassegrain performed a craniotomy, and after 
an exploratory puncture, evacuated 50 c. c. of 
yellow fluid. 


In due course, the patient died. The autopsy 
showed at first, surprisingly, an extensive cere- 
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bral hemorrhage; further autopsy showed a lo- 
calized area of necrosis which was beginning to 
form a definite abscess; the case was an unac- 
countable one of cerebral embolus in the anterior 
lobe rather deeply seated, with a softening of the 
brain at that point; one of the branches in the 
internal vessel was clogged. The hemorrhage on 
the external part of the brain may be easily ac- 
counted for by the cutting off of the part in cir- 
culation and an attempt at anastomosis and widen- 
ing of these vessels. The final diagnosis given was 
cerebral embolus with softening. 


H. Theodore Simon, M. D., Secretary. 


FRENCH HOSPITAL. 


A regular meeting of the French Hospital Staff 
was called to order Friday, October 30, 1931, Dr. 
H. B. Alsobrook presiding in Dr. M. J. Lyons’ 
absence. Those present were: Drs. J. N. Ane, 
H. B. Alsobrook, J. W. Atkinson, C. J. Brown, A. 
V. Friedrichs, F. Gallo, P. Graffagnino, R. L. 
Gordon, J. R. Grigg, H. W. Harris, H. W. Kost- 
mayer, L. J. Menville, M. O. Miller, F. A. Over- 
bay, J. P. Palermo, Reid, D. N. Silvermann, W. 
R. Strange, C. J. Tardo, N. J. Tessitore, L. M. 
Thomason, M. L. Stadiem and E. L. Zander. 


The minutes of the last meeting were read and 
approved. The secretary read the reports of 
deaths and discharges. Two cases of interest 
were opened to general discussion; a case of 
Acute Appendicitis and another of Leiomyoma of 
Uterus with Chronic Endocervicitis and Salpingi- 
tis. These deaths were discussed by Drs. Also- 
brook, Brown, Kostmayer, Graffagnio and Atkin- 
son. 


The scientific program for the evening was a 
paper presented by Dr. H. W. Kostmayer on 
“Remarks on Office Gynecology.” Dr. Kost- 
mayer stated that endocrines give brilliant re- 
sults in patients suffering from dysmenorrhea, 
amenorrhea, etc. In poorly nourished, neurotic, 
high strung individuals he employs ovarian com- 
pounds or lutein tablets, extracts of corpus luteum. 
For obese, phlegmatic patients he includes thy- 
roxin with the lutein or ovarian products. 


He then took up the treatment of the cervix 
and retrodisplacement of the uterus in the office. 
Dr. Kostmayer found that iodin or glycerine and 
occasionally nitrate of silver can be applied to the 
cervix with good results. Hunner’s cauterization 
is best employed for a deeply infected cervix, but 
can also be used in the office. The use of the 
pessary in handling retrodisplacement of the 
uterus is three fold—diagnostic, palliative and 
curative. The patient should be kept under 
observation and should take a daily cleansing 
douche when using a pessary. However, the con- 


traindications for the use of the pessary are 
inflammation of the pelvis and discomfort. 


There being no further business the meeting 
adjourned. 


Cuthbert M. Brown, M. D. 


THE GEORGE C. HIXON MEMORIAL 
HOSPITAL. 

The regular monthly meeting of the staff of 
the George C. Hixon Memorial Hospital of Elec- 
tric Mills, Mississippi, was held on October 30, 
1931. After discussing the monthly hospital 
report and analyzing the important case reports, 
the following special case report was presented 
by Dr. Chas. E. Baldree, Jr. 


Patient: White, male, aged 20 years. 


Chief Complaint: (1) Swelling of neck (gen- 
eral); (2) general soreness of body. 


History of Chief Complaint: Onset acutely 
about 4 a. m., September 2, 1931, while patient 
was sleeping in a moving truck. The truck ran 
into a concrete bridge, throwing patient against 
truck bed. The impact of the blow was received 
on right side of chest posteriorly. Immediately 
after this, patient’s neck began to enlarge, and 
entire body became sore. The patient, assisted by 
his companion, walked about two miles before 
securing means of transportation to the hospital. 


Physical Examination: Well developed, well 
nourished; lying in bed; complains of swelling of 
neck and general body soreness. Appears fairly 
comfortable and not in acute pain. 


Head-Scalp: No evidence of injury. Face: 
Slight pallor, slight cyanosis of lips. Neck: 
Markedly enlarged and upon palpation there is 
crepitation throughout the subcutaneous tissues. 
There was no congestion or venous stasis in veins 
of neck. 


Thorax: Resp. normal, 20 per minute. Expan- 
sion apparently free and equal. Palpation: Crep- 
itation throughout subcutaneous tissues of chest; 
tenderness and pain on deep pressure over sixth 
and seventh ribs posteriorly. Heart: No dis- 
placement. Rate and rhythm normal; no mur- 
mur. B. P. 120/80. Lungs negative. 


Abdomen: Crepitation obtained on palpation 
throughout the subcutaneous tissue. Scrotum: 
Enlarged to four times normal size; crepitation 
on palpation; no evidence of fluid in same. 


Extremities—Upper extremities: Forearms to 
the wrists presented crepitation on palpation, and 
slight cyanosis of the finger nails. Lower extremi- 
ties from hips to knees revealed crepitation in 
subcutaneous tissues. The hands, legs and feet 
were free of crepitation on palpation. 
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Skin: No evidence of injury to the skin. 

Roentgen-ray of Chest: Reveals fracture of the 
sixth and seventh ribs in the posterior mid-scapu- 
lar line. Approximation of the fragments good. 
No evidence of pneumothorax or haemothorax. 
Lung expansion good. Air content normal. Both 
sides of diaphragm normal height; costo-phrenic 
angles not obstructed. Heart and aorta normal. 
No displacement. 


Laboratory: Urine, September 2, 1931: Reac- 
tion acid; sp. gr., 1.023; albumin, 1-plus; sugar 
negative; granular casts, 2-plus (coarse); hyaline 
casts, 1-plus; 4 to 5 blood cells per h.p.f. 


Clinical Course: Patient was admitted to hos- 
pital September 2, 1931, 6 a. m., approximately 
two hours after accident, at which time tempera- 
ture was 100° F., pulse 100, resp. 20. Patient 
was given morphia, gr. % hypo. At no time 
thereafter did he complain of anything but gen- 
eral soreness of body. Patient expectorated 
whitish, tenacious sputum for about two days, at 
no time excessive or alarming. The temperature, 
pulse and respiration never went higher than on 
admission. Patient remained quiet in bed, receiv- 
ing a light diet. On third day temperature, pulse 
and respiration became normal. His convalescence 
until time of discharge was uneventful. Patient 
left hospital on fifth day feeling greatly improved. 
However, the emphysema had practically subsided. 


DISCUSSION. 

Dr. Hasie: The chief source of interest in this 
case, in my opinion, was the manner in which the 
injury was sustained. I cannot conceive of any 
cause for the emphysema, other than a ruptured 
lobe, bronchus or trachea, and yet the roentgen- 
ray showed no pneumothorax and there was no 
evidence of tracheal or bronchial injury. The 
probable explanation is spontaneous rupture of a 
few alveoli from the impact with resultant leakage 
of air into the pleural cavity and escape into the 
soft tissues through a punctured wound of the 
pareital pleura, due to one of the fractured ribs. 
All other cases of generalized subcutaneous em- 
physema that I ever saw were due to trauma to 
the trachea or lung, with either partial or com- 
plete pneumothorax or tracheal fistula, and in 
practically all cases the patients died from inter- 
current broncho-pneumonia. It was very grati- 
fying to see this case clear up so nicely without 
any complications. 


Dr. A. M. McCarthy: I have had occasion to 
observe several cases of generalized emphysema 
resulting from thoracic trauma, but I have never 
seen one that showed such marked degree of air 
infiltration. The air is usually detected in the 
subcutaneous tissue as a fine crepitus, but in this 
case we observe actual ballooning. The roent- 
genograms demonstrate a layer of air between 
chest wall and skin, approximately one-half inch 
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thick, and even greater than this over the 
anterior abdomen. It is indeed surprising how 
little reaction the patient showed to the extensive 
trauma from cellular separation that his air dis- 
section must have produced. Because of the fact 
that the emphysema began in the neck, and the 
absence of pneumothorax, I am inclined to be- 
lieve that the leak was extrapleural, into the 
mediastinum. From the mediastinum the avenue 
of least resistance is into the neck, and once 
this avenue of escape was opened, the extent 
of infiltration progressed rapidly to trunk and 
extremities. 


Conclusions by Dr. Baldree: 
features of this case were: 


(1) The degree in which injury was _ sus- 
tained; (2) the apparent mild degree of shock 
following injury; (3) the slight degree of cyanosis 
and no venous congestions of veins of neck or 
elsewhere; (4) the marked degree of emphysema 
with subsidence of same, and no complications. 


The interesting 


VICKSBURG SANITARIUM AND CRAW- 
FORD STREET HOSPITAL. 


Staff Meeting, November 9, 1931. 


Abstract—Postoperative tetany: 
Birchett, Jr. 


Dr. ¢.. As &. 


Patient: Colored, female, aged 56; five chil- 
dren living, one dead; housewife. 


Chief complaint: Palpitation of heart with 
shortness of breath for past six months. 


History of Principal Complaint: Six months 
ago began to notice shortness of breath and rapid 
heart action on slightest exertion. Has been un- 
usually nervous and is getting worse; least little 
excitement makes her “go to pieces.” Has lost 
sixty pounds in weight; appetite has been good; 
no digestive disturbance. No cough. For past 
month there has been swelling of ankles and some 
swelling of wrists. Has been under unusual strain 
during the past year from nursing a sick son who 
subsequently died. 


Past History: Six normal deliveries; no serious 
illnesses except slight attack of influenza and 
malaria. General health excellent up until onset 
of present illness. 


Family History: Father died at age 80 of old 
age; mother died at age 40 of pneumonia. One 
son died of tubereulosis. No cancer in family. 
One sister living and well. 


Physical Examination: Temperature, 98° F.; 
pulse, 160, weak; blood pressure, 160/90; respira- 
tion, 18. Fairly well developed and nourished. 
Head: No abnormalities except slight arcus 
senilis of corneae; tonsils small, atrophic. Poor 
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teeth, apparently no abscesses. Neck: No pal- 
pable glands; marked pulsation of juglar veins. 
Thyroid enlarged but not markedly. Lungs: Nor- 
mal. Cardio-vascular: No marked arterio-sclerosis; 
heart very rapid, regular; no murmurs; impulse 
rather weak. Abdomen: Negative; no fluid. Pel- 
vis:: Uterus small, forward, no masses, no tender- 
ness, slight leucorrhea. Reflexes: Negative. Skin: 
Very cool and moist; no pitting; no eruption. 
Procedure: This case was admitted for gen- 
eral workover with a tentative diagnosis of 
myocarditis, nephritis, and hyperthyroidism. 
Laboratory findings: Urine negative. Blood 
Wassermann, Kline and Young, and Kahn tests 
negative. Leukocytes, 12,900; differential leuko- 
cyte count, small lymphocytes, 13 per cent; mon- 
ocytes, 4 per cent; polymorph. neutrophiles, 82 per 
cent (35 immature); polymorph. basophiles, 1 per 
cent; erythrocytes, 4,000,000; hemoglobin, 75 per 
cent; blood urea nitrogen, 21 mg. per 100 c.c. 
Basal metabolism: DuBois standard, plus 31 
per cent; Harris-Benedict standard, plus 40 per 
cent. At time of basal metabolism determination 
pulse was 84. 
Electrocardiographic reading was suggestive of 
thyroid disease. 


After ten days of observation, patient showed 
so much improvement on lugol’s solution and rest 
that she was allowed to return to her home, there 
to stay in bed and continue the lugol’s solution. 
ten minims, three times a day. 

In two weeks patient was again observed with- 
out improvement in general condition. There was 
still evidence of hyperthyroid disease. Basal 
metabolism determination showed no improvement, 
the rate being DuBois standard, plus 41 per cent; 
Harris-Benedict standard, plus 56 per cent. Pulse 
rate at this time was 82. 

With this lack of improvement, it was decided 
to hospitalize the patient until the basal metabolic 
rate dropped within operative range. This was 
accomplished in two weeks, the rate then being 
DuBois standard, plus 29 per cent; Harris-Bene- 
dict standard, plus 39 per cent. 

Operation: Under local infiltration and gas 
anesthesia, subtotal lobectomy was done. A thin 
layer of thyroid tissue adherent to posterior cap- 
sule was left. The operation was well borne, the 
pulse not being over 100 when patient left the 
table. 

Postoperative Course: Very stormy for 48 
hours; general condition was good except for in- 
creasing rapidity of heart action and usual tem- 
perature rise. The usual postoperative adminis- 
tration of glucose and control of pain. Seventy- 
two hours postoperative, heart began to fibrillate, 
with rate too rapid to count; respiration was rapid 
and there was mental irritation—a typical thyro- 
toxic exacerbation. Here large doses of lugol’s 
solution were given, 0.5 dram by mouth every 


8 hours, until improvement was noticed, with large 
intramuscular injections of digitalone for the 
fibrillating heart. In lieu of the oxygen chamber, 
the Roth-Barach oxygen tent was used, with 
marked improvement in respiration and improve- 
ment of circulation. After 72 hours of the above 
treatment with gradual decrease of digitalone 
and lugol’s solution, there was a slow and gradual 
improvement. On the thirtieth postoperative day, 
the patient, after being allowed to sit in a chair, 
began to complain of numbness and spasms of arms 
and hands and drawing of muscles of the face. 
This condition passed off, only to be observed 
avzain the following day. We became suspicious 
that this might be an early postoperative tetany 
although we felt at operation that enough thyroid 
had been left to retain the parathyroids in place. 
Following the administration of calcium chloride, 
10 grains in the veins, and calcium by mouth, 
most of the tetany symptoms cleared up. 


On the thirty-sixth postoperative day patient was 
allowed to go home. She has been observed there 
where she has had a resumption of the muscle 
spasms and pains in the arms. Treatment now 
consists of large doses of calcium lactate by 
mouth, under which patient is gradually showing 


‘improvement. 


Discussion—Postoperative tetany is becoming 
more common due to the fact that more complete 
thyroidectomies are being done, because of the 
tendency of remaining thyroid tissue to become 
an abnormally functioning tissue with continuance 
of symptoms. When these radical procedures are 
done, the recurrence of thyroid symptoms are re- 
duced to a minimum but unfortunately the para- 
thyroids are interfered with and tetany may result. 
Objective symptoms which are transient in char- 
acer are frequently met with following maximal 
thryoidectomy. Mild discomfort usually lasts for 
a short time, generally a few we2zks to months. 
The more severe and lasting cases of tetany form 
the most unfortunate sequelae of thyroid surgery. 
These cases are invalids, afflicted with spasms and 
paraesthesias and with the possibility of develop- 
ment of general convulsions and cataracts. It is 
interesting to note that pregnancy relieves tetany 
and that tetany is worse at menstrual periods. 

Abstract—Meningitis (Streptococcus), Compli- 
cating Otitis Media and Mastoiditis: Dr. G. C. 
Jarrett. 

Patient: White, female, aged 10 years; ad- 
mitted to the hospital September 27, 1931, at 
4 p. m. 

Chief Complaint: 
convulsions. 


Fever; running right ear; 


Present Illness: Six weeks before admission 
child’s right ear became painfull; associated with 
a very high temperature. Three days later the 
drum ruptured and the ear began to drain and 
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has drained since in varying amounts. Child has 
been under the care of an otolaryngologist. After 
the ear began to drain, temperature became nor- 
mal and has remained normal since except for 
occasional flare-ups to 100° F. Child during this 
interval has been up playing and going to school un- 
til ten days ago when she began to complain of pho- 
tophobia, at intervals only. The child was taken 
out of school but was up and about until day 
before admission, when she awakened in the morn- 
ing drowsy and with fever of 106° F. Tempera- 
ture remained up during the day and in the after- 
noon there were twitchings of the left arm with 
some paralysis of the right eyelid. No complaint 
of tenderness or soreness over the right mastoid 
at this time. The above twitching lasted for a 
short time but since then up to time of admission, 
the child has been irrational at times and very 
irritable. For past two days there has been no 
drainage from the right ear and no pain. The 
temperature has been between 104° and 106° F. 
since the rise 24-hours before admission. 


Past History: No contagion and no illness of 
any consequence except an occasional cold. 

Family History: Irrelevant. 

Physical ‘Examination: Well developed and 
fairly well nourished child in stupor and irra- 
tional, but oriented as to whereabouts and recog- 
nizes family. Tossing about and very fretful and 
wants to be left alone. 

Head: Normal. Eyes: Pupils equal and re- 
act to light and accommodation; no nystagmus or 
strabismus; follow objects with no lagging; lids 
not drooped. Nose: Very red membrane but no 
edema or discharge. Ears: The left tympanic 
membrane normal; right tympanic membrane red, 
bulging, no landmarks seen, no sagging of pos- 
terior canal wall, no point of drainage. Mouth: 
Teeth fair; tonsils removed; no deviation of 
the tongue on protrusion; posterior nasal drip; 
acetone breath; lips cherry red. Neck: Several 
small glands felt; some stiffness. Chest: Expan- 
sion good and equal. Lungs: No rales; no bron- 
chophony; no dullness. Heart: No murmurs or 
enlargement. Abdomen: Spleen and liver not 
palpated; no masses or tenderness. Extremities: 
Normal. Genitalia: No discharge or redness. 
Skin: Dry and tissue tugor poor; no rash. Cen- 
tral nervous system: Knee jerks normal; no 
ankle clonus; some stiffness of neck; no muscular 
weakness or spasticity; negative Babinski and 
Brudzinski. Mastoids: No edema; no redness; 
no swelling or tenderness over either mastoid. 
Examination of eye grounds by Dr. C. J. Edwards 
showed some edema of left eye ground; no choked 
dise right or left. 


Blood: Erythrocytes, 5,184,000; hemoglobin, 
77 per cent; leukocytes, 20,500; small lymphocytes, 
11 per cent; large lymphocytes, 4 per cent; poly- 
morph. neutrophiles, 85 per cent. Urine: Trace 
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of albumin, occasional pus cells, some finely 


granular casts, few fresh blood cells. 

Spinal puncture was done and 15 c.c. of clear 
fluid withdrawn; no increased pressure. Examin- 
ation of fluid showed: Cell count, 6; differential 
cell count, lymphocytes, 100 per cent; globulin in- 
creased (++); sugar diminished (+); no organ- 
isms were found in stained smears and culture 
was negative. 

The right tympanic membrane was incised and 
a profuse discharge of pus and blood occurred. 
The child was given 400 c.c. of 10 per cent glucose 
intravenously. 

Course and Treatment: September 28: Tem- 
perature 99° F.; urine negative except for slight- 
est trace of acetone; child much improved, rational 
and ate good breakfast; no swelling or pain over 
mastoid; right ear draining pus; stiffness of the 
neck less; no nystagmus; no ankle clonus; knee 
jerks normal. Gave 400 c.c. of 10 per cent glucose 
intravenously. Roentgenogram of the sinuses and 
mastoids negative. 


September 29: Temperature 99° F.; had been 
up in P. M. yesterday to 102° F. Urine negative; 
leukocyte count, 11,800, with polymorph. neutro- 
philes, 74 per cent, large lymphocytes, 4 per cent, 
small lymphocytes, 22 per cent. Right ear drain- 
ing a tenacious stringy, purulent material. Taking 
nourishment and rational and talking. No tender- 
ness, redness or swell over the right mastoid. 
Complaining of pain in the right hip but no swell- 
ing, redness or pain upon passive motion. Right 
ear drum reopened in p. m. to facilitate drainage 
as pus was very thick and tenacious. 

October 1: Child running temperature up to 
103° F. in P. M. with temperature normal in A. M. 
Right ear draining poorly although opening good 
and pus very thick and tenacious. Lungs, heart, 
abdomen, nose, throat normal. No abnormal re- 
flexes; pupils equal; no nystagmus; stiffness of 
neck still present but to less degree than on 
admission. No redness, swelling or tenderness 
over the mastoid; no pain of jugular bulb. With 
fever continuing, thick drainage from the ear, and 
a long standing process, I believe mastoidectomy 
indicated. 

October 2: Temperature 102.8° F. and up to 
103.6° last night. Leukocytes, 19,000; polymorph. 
neutrophiles, 58 per cent; large lymphocytes, 2 per 
cent, small lymphocytes, 37 per cent; large mono- 
nuclears, 3 per cent. Roentgenogram of the mas- 
toid reveals increased density of the right mastoid 
cell. Some tenderness over the right mastoid, 
especially in the tip, but no redness or edema. 
Right ear drum opened but no drainage. Mastoid- 
ectomy, right done by Dr. C. J. Edwards, with 
finding of pus, necrosis and eburnation of the 
mastoid cell. Cultures from the mastoid pus 
showed numerous gram positive bacilli and a few 
gram positive diplococci. 
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October 3: Temperature 102° F. Child resting 
nicely; taking nourishment; rational but fretful. 
No pathological reflexes. Mastoid and right ear 
draining profusely. 

October 5: Temperature 103° F. in P. M. and 
101° F. in A. M. Mastoid draining satisfactorily; 
ear not draining but drum open. Child up in 
wheel chair in room, taking nourishment. Very 
irritable but no pathological reflexes except stiff- 
ness of neck and pain upon moving from side to 
side. 

October 6, 9 P. M.: Temperature 105.4° F.; pa- 
tient very irrational and fretful and crying out. 
Positive Kernig’s sign; ankle clonus in right foot; 
negative Babinski and positive Brudzinski; 
marked stiffness of neck; no nystagmus; pupils 
equal but dilated. Eye grounds negative. Spinal 
puncture done and 6 c.c. of turbid fluid withdrawn 
under no increased pressure. 


Spinal fluid showed globulin increased (4-plus) ; 
cell count, 558; differential cell count, polymorpho- 
nuclears 29 per cent; large mononuclears, 5 per 
cent; lymphocytes, 66 per cent; culture showed 
profuse growth of streptococci (non-hemolytic). 

Blood: Leukocytes, 22,200; polymorph. neutro- 
philes, 81 per cent; lymphocytes, 13 per cent; 
large mononuclears, 6 per cent. 

Urine negative except for slight trace of ace- 
tone. 

Diagnosis: Septic meningitis. 

October 7: Temparature 104° F.; child coma- 
tose and when aroused cries out with a shrill cry 
of increased intracranial pressure; knee jerks in- 
creased; bilateral ankle clonus; pupils equal but 
dilated; positive Brudzinski. Whole citrated blood, 
300 c.c., given intravenously from suitable donor. 


October 8: Temperature 104.6° F.; flaccid 
paralysis of the right arm; twitchings of left 
side of body. Right pupil larger than left and 
fixed and left reacts sluggishly. Bilateral ankle 
clonus; stiffness of the neck; knee jerks hyperac- 
tive and positive Kernig’s sign. Both mastoid 
and ear dry, with no drainage. Child comatose 
for past 24 hours and crys out when attempt to 
move is made. 

Child later developed a flaccid paralysis of left 
arm and both lower extremities and remained in 
coma until death on October 10th, at 6:45 A. M. 

Autopsy refused. 





RUSH’S INFIRMARY, MERIDIAN. 

A diagnostic clinic was held at Rush’s Infirm- 
ary, Meridian, on November 3. This meeting was 
largely attended by local, county, state, and out- 
of-state visitors. The program included the pre- 
sentation of the following cases: 

(1) Dr. D. W. McDonald, Quitman. White, 
male, age 52, cauliflower growth of the face, size 
of ten cent piece. No pain, 2 years’ duration. 
Discussion led by: Dr. W. R. Holladay. 
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(2) Dr. W. A. McMahon, Union. Boy, white, 
with blood stream infection. Temperature per- 
sisted for one year. Discussion led by: Dr. T. G. 
Cleveland. 

(3) Dr. B. D. Pace, Meridian. White, male, age 
50, ill 2 months. Hyperesthesia of fingers and 
toes, followed by symmetrical weakness of all ex- 
tremities and gradual onset of flaccid paralysis. 
Muscle atrophy and marked in thenar eminences 
and calf muscles. Discussion led by: Dr. W. J. 
Cavenaugh. 

(4) Dr. D. L. Walker, Meridian. White child, 
age 6 years. Six days ago parents noticed lack 
of co-ordination in walk. Physical examination 
negative except for weakness of both legs and dis- 
eased tonsils. Acute attack of tonsilitis Septem- 
ber 1st. Discussion led by: Dr. Schmidt. 

(5) Dr. T. C. Alford, Mashulaville. White, 
male, age 55 years. Two years ago developed a 
large abdomen with large palpable masses and 
ascites. Has had two laparotomies since the re- 
moval of two gallons of gelatinous material. The 
masses are very large at present with matting of 
the viscera. Discussion led by: Dr. H. Lowry 
Rush, Meridian. 

(6) Dr. G. L. Arrington, Meridian. Male 
child, white, age 6 months. Illness began one 
month previously, with various symptoms. Child 
in pain. Severe conjunctivitis. Restless, eyes 
protected from light all the time. Crying. Pale 
and anemic. Flabby. Rhinitis. Submavillary 
and cervical glands enlarged. Tonsils inflammed. 
Heart rapid. Feet and hands cold and clammy. 
Pink erythema of hands. Few small papules 
around fingernails. Discussion led by: Dr. H. 
F. Tatum, Meridian. 

(7) Dr. J. M. Long, Riderwood, Alabama, and 
Dr. S. T. Miller, Yantley, Ala. Colored, female, 
age 15 years. Multiple round ulcers of the body 
and extremities. Discussion led by: Dr. J. T. 
Bailey, Meridian. 

(8) Dr. J. M. Long, Riderwood, Ala., and Dr. 
S. T. Miller, Yantley, Ala. Flattening of the head 
of the femur with coxa vara following injury to 
the hip two years previously. Discussion led by: 
Dr. Leslie V. Rush, Meridian. 

(9) Dr. J. M. Long, Riderwood, Ala., and Dr. 
S. T. Miller, Yantley, Ala. Child with enlarged 
spleen. Discussion led by: Dr. T. D. Boudreaux, 
Meridian. 

(10) Dr. I. N. Jones, Greensboro, Ala. Child, 
age 11 years. Anemic. Recurrent hemorrhages 
from the stomach followed by abdominal disten- 
tion. Ascites. Splenomegaly. Positive hook- 
worm. Discussion led by: Dr. L. Hart, Meridian. 

(11) Dr. G. T. Pruitt, Collinsville. White, fe 
male, age 14 years. Lung affection of 4 years’ 
duration. Discussion led by: Dr. F. G. Riley, 
Meridian. 

(12) Dr. R. L. Fowler, Marion. 
Discussion led by: 


Heart case. 
Dr. James Sennett, Meridian. 
Charles T. Burt, Secretary. 
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TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR. 
December 4— Pathological Conference, 
Dieu, 11 A. M. to 12 Noon. 


December 4—Physiology Seminar, Tulane Medical 
School, 5 P. M. 


December 7—Eye, Ear, Nose and Throat Hospital 
Staff, 8 P. M. 


December 9—Touro Infirmary Staff, 8 P. M. 


December 11— Pathological Conference, Hotel 
Dieu, 11 A. M. to 12 Noon. 


December 11—Physiology Seminar, Tulane Med- 
ical School, 5 P. M. 


December 11—French Hospital Staff, 8 P. M. 


December 14— ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. 


December 15—Charity Hospital, Medical Section, 
8 P. M. 


December 16—Charity Hospital, Surgical Section, 
8 P. M. 


December 17—New Orleans Hospital Council, Ma- 
rine Hospital. 


December 17—Eye, Ear, Nose and Throat Club, 
8 P.M. 


December 18 — Pathological Conference, 
Dieu, 11 A. M. to 12 Noon. 


December 18—I. C. R. R. Hospital Staff, 12 Noon. 
December 18—Mercy Hospital Staff, 8 P. M. 


Hotel 


Hotel 


During the month of Noyember, besides the 
regular meeting of the Board of Directors, the So- 
ciety held two regular scientific meetings. 

The following program was presented at the 
meeting held November 9. 


The Clinical and Social Aspects of Vulvovagin- 
itis in Children, with the Outline of a Special 
Method of Treatment. 

| SR eR ES eee Dr. J. Thorn- 
well Witherspoon. 

Discussed by Drs. C. Jeff Miller, Rena Craw- 
ford and Monte Meyer. 


Disappointments in Cancer Surgery. 
| RE Se ae Dr. Isidore Cohn. 
Discussed by Drs. Denegre Martin, A. C. King 
and closed by Dr. Cohn. 


Clinical Experiences with Avertin. 
ee eee Dr. Frank L. Loria. 
Discussed by Drs. I. M. Gage, M. J. Gelpi, R. 

A. Cutting, Isidore Cohn, A. C. King and 
closed by Dr. Loria. 


Dr. Fletcher, Professor of Psychology, New- 
comb College, spoke on the needs of the Com- 
munity Chest. 

Dr. Valeria Parker of the National Social 
Hygiene Association addressed the members. 


At the meeting held November 23 the following 
program was presented: 


Headaches of Ocular Origin. 2 
| a Oe Dr. Chas. A. Bahn. 


Some Deductions from the Analysis of 1,850 
Physical Examinations. 
} Sle sea Dr. O. W. Bethea and by in- 
vitation Dr. W. R. Hardy. 


NOMINATIONS OF OFFICERS FOR 1932. 
The following nominations were handed in to 
the Secretary: 


President—Dr. John A. Landford, endorsed by 
Drs. H. A. Bloom, W. P. Bradburn, F. L. Fenno, 
Paul J. Gelpi and T. B. Sellers. 


1st Vice-President—Dr. E. L. King, endorsed by 
Drs. E. H. Lawson and M. P. Boebinger. 


1st Vice-President—Dr. Louis Levy, endorsed by 
Drs. Frank Chetta, Jules Dupuy and Paul J. 
Gelpi. 


2nd Vice-President—Dr. Waldemar R. Metz, en- 
dorsed by Drs. G. B. Collier and J. Kelly Stone. 

8rd Vice-President—Dr. Daniel N. Silverman, 
endorsed by Drs. E. McC. Connely and C. L. 
Peacock. 

Secretary—Dr. H. Theodore Simon, endorsed by 
Drs. Frank Chetta, Paul J. Gelpi, M. J. Lyons and 
P. T. Talbot. 

Treasurer—Dr. Frederick L. Fenno, endorsed 
by Drs. P. J. Carter, Frank Chetta, and W. R. 
Metz. 

Librarian—Dr. Jules E. Dupuy, endorsed by 
Drs. Paul J. Gelpi and H. Theodore Simon. 

Alton Ochsner, endorsed by 

H. B. Gessner and H. W. 


Librarian—Dr. 
Drs. I. M. Gage, 
Kostmayer. 

Additional Members, Board of Directors. 

Dr. H. B. Alsobrook, endorsed by Drs. S. M. 
Copland and A. V. Friedrichs. 

Dr. Emmett Irwin, endorsed by Drs. Frederick 
L. Fenno and Shirley C. Lyons. 

Dr. Walter E. Levy, endorsed by Drs. Emile 
Bloch and L. C. Chamberlain. 

The following delegates and alternates to the 
Louisiana State Medical Society were elected: 


Delegates— Alternates— 
Dr. John A. Lanford Dr. J. Birney Guthrie 
Dr. F. M. Johns Dr. I. I. Lemann 
Dr. E. L. King Dr. John Signorelli 
Dr. Henry Daspit Dr. Homer Dupuy 
Dr. Chaille Jamison Dr. J. T. Nix 
Dr. M. T. Van Studdiford Dr. I. M. Gage 
Dr. W. H. Seemann Dr. T. B. Sellers 
Dr. Emmett Irwin Dr. Lucien A. LeDoux 
Dr. E. D. Fenner Dr. G. B. Collier 


Dr. Isidore Cohn Dr. H. W. E. Walther 
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Election of these officers will take place Satur- 
day, December 12. Balloting shall take place be- 
tween 10:00 A. M. and 12:00 Noon; 2:00 and 
5:00 P. M. and 7:00 and 8:30 P. M. 


Following the election the Annual Dinner of 
the Society will be held. Dr. Paul Gelpi is 
Chairman of this Committee. Please make your 
arrangements to be present at this banquet. 


November 18, 19, and 20 the Southern Medical 
Association met in New Orleans. A most interest- 
ing program for the three days was presented. 
The registration during the meeting was very 
good. 


The Committee on Arrangements for the South- 
ern Medical Entertainment worked very hard to 
make the meeting the success it was. The sub- 
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committees cooperated to the fullest extent with 
the General Chairman, Dr. Fenno. 


The following applications for membership are 
posted: 


ACTIVE MEMBERSHIP—Drs. Frederick §, 
Herrin, E. Garland Walls, John F. Oakley and J, 
W. Atkinson. 


ASSOCIATE MEMBERSHIP: Drs. Jos. Strick- 
ler and L. J. Schoeny. 


INTERNE MEMBERSHIP: Drs. L. J. Bristow, 
Nancy Campbell, Jeanne C. Roeling, Carroll F. 
Gelbke, C. G. Johnson, Paul S. Parrino and G. E. 
P. Barnes. 

H. Theodore Simon, M. D., 
Secretary. 





LOUISIANA STATE MEDICAL SOCIETY NEWS 
H. Theodore Simon, M. D., Associate Editor. 


THE PRESIDENT’S LETTER. 
To the Medical Profession of Louisiana: 


In a letter just received a few days ago from 
Dr. Musser, the Editor of the Journal, he makes 
the suggestion that each month a page of the 
Journal shall be set aside for communications from 
the President of the Society, to be known as the 
“President’s Page.” 


This appeals to me as a suggestion of much 
merit and I have accepted the offer, hoping by my 
efforts, to make it worth while and see it work 
into a permanent policy on the part of the Journal 
and those who will succeed me in the office. 


It may be that what will appear on this page 
for the next six months, will be of little value, but 
at least it will tend to remind those who need re- 
minding, that a State Association exists and that 
there are doings in the State Society other than 
on the annual meeting days. 


Contact by this means with the membership, 
may bring about a feeling of closer acquaintance- 
ship; acquaintanceship is necessary to friendship 
and where friendship exists, men with the same in- 
terest and engaged in the same work, accomplish 
more. 


The work of the President of the State Society 
is in reality, a big job and it makes one who re- 
spects responsibilities, sorrow when he finds him- 
self so impotent to carry on as he would like. 
However, the reassuring thought comes that there 
is no task too big for an united organized group 
of doctors such as we have in Louisiana. 


Organization and united effort can accomplish 
any task we set ourselves, and while the sugges- 
tion from our friend and cooperative Editor, for 
a President’s Page, reached me too late for a 
definite formula this month. I am here at least 
to greet you and make my bow, not only to the 
members of the State Society, but every legally 
qualified physician in the state, the Woman’s 
Auxiliary, its members and prospective members. 
May we find you soon, one and all, active in the 
ranks of the Louisiana State Medical Association 
and the Woman’s Auxiliary. 


S. C. Barrow, M. D., Pres. 
Louisiana State Medical Society. 


NOTE. 


The President of the Louisiana State Medical 
Society has very kindly consented to write each 
month a letter to the Louisiana doctors about 
some current topic or some phase of scientific, 
social, economic or ethical medicine which he 
wishes to call to the attention of the profession of 
the state. We are delighted that Dr. Barrow has 
consented to do this. Last year when Dr. Howard 
was President of the Mississippi State Medical As- 
sociation his monthly letter was read with much 
interest by the Mississippi doctors. We are sorry 
that Mississippi has discontinued this practice. We 
hope that Dr. Barrow will establish a precedent 
which will be maintained permanently. 


IMPORTANT NOTICE. 
The Executive Committee of the Louisiana 
State Medical Society at a meeting held Novem- 
ber 18, according to instructions from the House 
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of Delegates, dispensed witn the regular scientific 
meeting for 1932 and arranged for a business 
meeting of the House of Delegates and President’s 
Address on May 9 and 10. This immediately pre- 
cedes the meeting of the American Medical Asso- 
ciation in New Orleans in 1932, which occurs on 
May 9-13, inclusive. 


NOTICE. 


According to the By-Laws of the Louisiana 
State Medical Society, dues for the fiscal year of 
1932 are now due. Secretaries of the various 
Parish Medical Societies should begin at once to 
collect the annual State dues of $7.00 from its 
members for 1932, and remit as promptly as possi- 
ble to the Secretary-Treasurer at 1430 Tulane 
Avenue, New Orleans. Any members from un- 
organized parishes are requested to send in their 
dues direct to the Secretary-Treasurer of the 
State Society. 


In view of the fact of the meeting of the Amer- 
ican Medical Association in New Orleans in 1932, 
we would strongly urge that you make unusual 
efforts not only to get in the active members 
early, but attempts should be made to secure new 
members who are not presently aligned with or- 
ganized medicine. We should have these in very 
promptly, in order that their names might be pro- 
perly certified to the American Medical Associa- 
tion so that they may be able to attend and 
enjoy the full privileges of the meeting in 1932. 
Also protection under our Medical Defense Act, 
subscription to the Journal, and other unusual 
privileges are covered only from the time ones 
dues are received by the Secretary-Treasurer of 
the Louisiana State Medical Society. 


GROUP INDEMNITY INSURANCE. 


The Committee on Group Indeminty Insurance 
has been authorized by the Executive Committee 
of the Louisiana State Medical Society to arrange 
for a group indemnity insurance policy with the 
United States Fidelity and Guaranty Company of 
New York. Members of the Society who are in- 
terested in medical protective insurance are in- 
formed that they can communicate with this com- 
pany, which has its office in the Canal Bank 
Building, New Orleans, Louisiana. Low rates 
have been secured on the basis of a group of 
50 minimum. 


UROLOGISTS ORGANIZE. 

On October 26, in the Board Room of the Or- 
leans Parish Medical Society, the New Orleans 
Urological Society was organized with seventeen 
charter members present. The officers elected for 
the ensueing year are: Dr. Frank J. Chalaron, 
chairman; Dr. John G. Pratt, vice-chairman; and, 
Dr. Robert M. Willoughby, secretary-treasurer. 
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The charter members include: Drs. H. T. 
Beacham, Edgar Burns, F. J. Chalaron, R. L. Gor- 
don, E. J. Huhner, P. J. Kahle, Joseph Hume, H. 
J. Lindner, R. J. Mailhes, A. Mattes, E. P. Mc- 
Cormac, C. L. Peacock, J. G. Pratt, R. F. Sharp, 
W. A. Reed, E. B. Vickery, H. W. E. Walther, R. 
M. Willoughby and M. Wolf. 


The society proposes to extend its privileges 
not only to every urologist in New Orleans but 
aims to have, as associate members, every urol- 
ogist in Louisiana. The dues will be $5 a year. 


Applications for membership should be ad- 
dressed to: Dr. R. M. Willoughby, 1326 Whitney 
Bank Building, New Orleans. 


AMERICAN ASSOCIATION FOR THE 
ADVANCEMENT OF SCIENCE. 

The following program has been arranged for 
the meetings of Section N (medical) of the 
American Association for the Advancement of 
Science. These papers will be presented Tuesday 
morning, December 29, 1931. On Tuesday after- 
noon there will be a joint meeting of Section N 
and the American Society of Parasitologists. Both 
meetings will be held in the Auditorium of the 
Hutchinson Memorial. The American Association 
for the Advancement of Science meeting in New 
Orleans during Xmas week will probably be the 
largest meeting held in New Orleans during 1931. 
At these yearly metings from 4,000 to 7,000 
scientists and their families are registered. There 
are innumerable sections representing science in 
all forms from astronomy to zoology, botany to 
physics. Section N is the section devoted to med- 
icine. 

Chairman’s Address. 

Dr. Charles W. Duval—Allergic Nephritis. 


Dr. Rigney D’Aunoy—Observations on Reynal’s 
Factor. 

Dr. Bruce Webster—Follicular Hormone in 
Menopause and Ovarian Insufficiency. 

Dr. Harley N. Gould—Age of Onset of Men- 
struation in Mothers and Daughters. 

Dr. Henry Lauren and Dr. I. I. Lemann—The 
Effect of Radient Energy on Blood Pressure. 

Dr. Cylde Brooks—Recent Advances in the Ap- 
plied Physiology of Joints. 


Dr. Leon J. Menville—Roentgen-Ray Experi- 
mental Studies Showing that Rachitic Rats with 
Healed Bone Lesions Continue to Show Altera- 
tions in Their Gastro-intestinal Tracts. 


Dr. H. H. Beard and Dr. Victor X. Myers— 
Observations on the Anemia of Pregnancy in Rats. 
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NEW ORLEANS GYNECOLOGICAL AND 
OBSTETRICAL SOCIETY 
The first meeting of the New Orleans Gyne- 
cological and Obstetrical Society for the season 
1931-32 was held at Hotel Dieu on Thursday, No- 
vember 12, at 8 o’clock, the following papers hav- 
ing been presented: 


1. “The Post-Operative Separation of Classi- 
cal Cesarean Section Scar with Subsequent Ab- 
dominal Pregnancy. Report of Two Cases” by 
Dr. E. L. King. Discussed by Dr. C. Jeff Miller. 


2. “Fibroma of the Ovary. Report of Cases” 
by Dr. H. B. Alsobrook. Discussion by Dr. R. 
D’Aunoy. 


3. “Dermoid Cyst. Case Report’ by Dr. M. A. 
A. Young. Open discussion. 


NEWS ITEMS. 

Dr. H. Daspit, Dean of the Graduate School of 
Medicine of The Tulane University of Louisiana 
participated in a Medical Institute held at Ruther- 
ford Hospital, Murfreesboro, Tenn., November 23 
and 24, 1931, presented papers entitled “Epidemic 
Encephalitis in General Practice’; and “Preven- 
tive Medicine Aspects of Phychiatry” and held a 
Neuro-phychiatric Clinic. 


Dr. Walter E. Levy, Associate Professor of Ob- 
stetrics in the Graduate School of Medicine of The 
Tulane University of Louisiana attended the meet- 
ing of the American College of Surgeons held at 
New York, October 12-16, 1931. 


Dr. O. W. Bethea, Professor of Therapeutics in 
the Graduate School of Medicine of The Tulane 
University of Louisiana, delivered an address at 
Oxford, Miss., Thursday, October 29, 1931, on 
“Recent Development of Diagnosis in Chest Dis- 
eases.” 


One of the interesting radio broadcasting events 
of the week is the Sunday night talk by Dr. Hag- 
gard, Associated Professor of Applied Physiology, 
Yale University. Under the topic of Devils, Drugs 
and Doctors, Dr. Haggard discusses Sunday even- 
ing at 9:00 P. M. various phases of medicine. Dr. 
Haggard is an author of repute, a most talented 
writer. His broadcasts are extremely interesting 
and well thoughtout. They may be obtained in 
printed form by referring to the Eastman Kodak 
Company, Rochester, New York, under whose 
auspices these broadcasts are given. 


A Board convened at the Marine Hospital No- 
vember 2, 1931, for the purpose of examining 
candidates to determine their fitness to enter the 
regular corp of the Public Health Service. This 
Board was composed of Surgeon T. B. H. Ander- 
son, Surgeon Y. Hollingsworth, and Past Assistant 
Surgeon G. H. Faget. 


Ae ND ROT 

RESOLUTIONS ON DEATH OF DR. NICHOLLE, 

WHEREAS God, in His infinite wisdom, hag 
seen fit to remove from our midst Henry Teche 
Nicolle, a valuable and esteemed member of the 
Sixth District Medical Society, and whereas Doctor 
Nicolle by his regular attendance at our meetings 
and his contributions to our medical knowledge 
has made him an outstanding figure at our scienti- 
fic gatherings. Therefore be it 


RESOLVED; That in the death of Doctor 
Nicolle the Sixth District Medical Society as well 
as organized Medicine has suffered an irreparable 
loss. Be it further 


RESOLVED; As a mark of respect to our de- 
ceased brother, we dedicate a silent prayer in 
open meeting to his memory. Be it further 


RESOLVED; That these resolutions be spread 
upon the minutes of our society, a copy of same 
be sent our official journal for publication, Our 
lady of the Lake Sanitarium and to his bereaved 
family, to whom we extend the heartfelt sympathy 
of his confreres who admired and loved him. 


SIXTH DISTRICT MEDICAL SOCIETY, 


Glenn J. Smith, M. D., Chairman; 
C. A. Weiss, M. D., 
Lester J. Williams, M. D. 


WHEREAS, Almighty God, in His infinite wis- 
dom, did on the third of August see fit to remove 
from us our friend and colleague, H. T. Nicolle; 
and whereas 


We have long recognized in Dr. Nicolle those 
fine attributes and excellent traits which char- 
acterize the Noble man; and, whereas, 


By his genial, kind and amiable disposition, and 
his brave and courageous spirit he has endeared 
himself to all who were associated with him; and 
whereas, 


By his love for study and devotion to duty, and 
because of the high plain of efficiency upon which 
he conducted his professional work and scientific 
study; therefore be it 


RESOLVED; That his associates and colleagues 
of the Medical Staff of Our Lady of the Lake 
Sanitarium do sorely lament and deeply deplore 
his untimely death; that the entire profession of 
Louisiana lost one of its most valued members; the 
Hospital and Training School will remember him 
as their truest and most loyal friend. Be it 
further 


RESOLVED; That the members of this Staff ex- 
tend their sincere and heart-felt sympathy to his 
grief-stricken wife and children. Be it further 
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RESOLVED; That a copy of these resolutions 
be forwarded to his family, a copy be given to the 
Medical press and a copy filed in the proceedings 
of this Staff. 


Signed Tom Spec Jones, M. D., Chairman; 
C. A. Weiss, M. D., 
Lester J. Williams, M. D., 
E. O. Trahan, M. D., 
R. C. Kemp, M. D. 
W. K. Irwin, M. D., 
H. Guy Riche, M. D. 


HEALTH OF NEW ORLEANS. 

The Department of Commerce of the Division 
of Vital Statistics reported 140 deaths in New 
Orleans the week ending October 17, with a death 
rate of 15.6. Seventy-four of the deaths were in 
the white and 66 in the colored. Ten of the deaths 
were of children under one year of age. For the 
week ending October 24, 120 deaths occurred in 
the city of New Orleans, 74 among the white and 
47 in the colored population. This gives a death 
rate of 13.5, which corresponds most favorably 
with the death rate in other American cities. In 
this same week there were 5 deaths of children 
under one year of age, an infant mortality rate of 
27. For the week of October 31, the death rate of 
New Orleans was almost the same as the preced- 
ing week, there being two more deaths in the city, 
giving a death rate of 13.6. Sixty-four of the 
deaths were in the white and 58 in the colored 
population. The death rate among the white was 
10, and the colored 22.5, illustrating very well in- 
deed why the death rate in the Southern cities is 
considerably above the death rate in the Northern 
and Eastern cities with a relatively small colored 
population. The week ending November 7 saw a 
big jump in the number of deaths in New Or- 
leans. There was a total number of 165, giving 
a death rate of 18.4. Sixteen of the deaths were 
in children under one year of age, giving an in- 
fant mortality rate of 88. The death rate of the 
white citizens was 15.5, and of the colored 25.5. 


INFECTIOUS DISEASES IN LOUISIANA. 


Dr. J. A. O’Hara has issued weekly morbidity 
reports which briefly are abstracted below. Dur- 
ing the week ending October 24, 1931, there were 
Teported 90 cases of syphilis, 61 cases of diph- 
theria, 57 of pulmonary tuberculosis, 31 of typhoid 
fever, 48 of malaria, and 22 of cancer. The typhoid 
fever cases were reported from various parishes 
throughout the state. Orleans, Webster, and West 
Carroll parishes reported the largest number, 4 
each. The week ending October 31 saw a marked 
reduction in all of the reportable diseases except 
typhoid fever, which had increased to 36 cases. 
Syphilis had dropped down to 12, tuberculosis to 
25, malaria to 26, and diphtheria to 43. There 
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were only 19 cases of pneumonia reported, and 
one case of smallpox. Twenty-four instances of 
scarlet fever were listed this week. For the week 
ending November 7 the outstanding features of 
the weekly report are as follws: 36 cases of diph- 
theria were reported, 38 of malaria, 13 of pellagra, 
37 cases of pneumonia, 49 instances of tuberculo- 
sis, 23 of scarlet fever, and 37 cases of syphilis. 
The typhoid fever report was the best for many 
weeks, only 17 cases being reported. For the week 
ending November 14 the following was the im- 
portant and most frequent reportable diseases: 
Diphtheria 44, influenza 11, malaria 10, pneumo- 
nia 40, tuberculosis 59, scarlet fever 47, syphilis 
16, typhoid fever 25, and 5 cases of cerebro-spinal 
meningitis. 


LOUISIANA FOLLOW-UP OF THE WHITE 
HOUSE CONFERENCE. 


Under the aegis of the Louisiana State Board 
of Health, Dr. J. A. O’Hara held at Baton Rouge 
on the 13 of November an all-day symposium on 
public health and medical care of the child. The 
first paper that was presented was read by Dr. 
J. R. McCord of Emory University on “Parental 
and Maternal Care.” Dr. L. J. Moorman, dean of 
the Medical School of the University of Oklahoma, 
then discussed “Tuberculosis in Children.” Both 
of these two papers were thoroughly discussed. 
In the afternoon, Dr. C. C. Applewhite of the U. 
S. Public Health Service presented the topic of 
“Public Health Organization in Relation to Child 
Welfare,” and Dr. S. J. Crumbine of the Ameri- 
can Child Health Association of New York intro- 
duced the subject of “A National Survey of the 
Use of Preventive Medicine and Dental Service 
for Pre-school Children.” The third paper on the 
afternoon program was read by Dr. John Sig- 
norelli, head of the Department of Pediatrics of 
the Louisiana State University Medical School, on 
“Preparing Child’s Health for School.” The last 
subject had to do with “Milk Control,” and was 
presented by Mr. C. L. Clay of the Louisiana 
State Board of Health. 


Dr. O’Hara is to be congratulated upon his 
wisdom and his industry in promptly following up 
the White House conference on Child’ Health and 
Preparation. If there is anything to come. out 
of this White House conference, results only can 
be obtained by such procedure as this following 
up the result and study of the conference with 
detailed programs by authorities on this subject. 
If other public health officials are as foreseen as 
Dr. O’Hara, the White House conference will be 
of inestimable value to the medical profession. 


QUARTERLY BULLETIN OF THE LOUISI- 
ANA STATE BOARD OF HEALTH. 

The Quarterly Bulletin of the Louisiana State 

Board of Health has just been sent out to the 
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medical profession throughout the State. This is 
a splendid little pamphlet, which would repay the 
physician well if he reads it attentively. A lot of 
good advice is given, as the editor, Dr. J. A. 
O’Hara, has selected excerpts of certain publica- 
tions which, while succinct, are educating. The 
reports of the several departments of the State 
Board of Health are published in this quarterly. 
A very good bird’s eye view of the death rate, 
births, reportable diseases and other things of 
interest that are reported to the Board of Health 
may be obtained by a rapid glance through the 
pamphlet. 


THE SOUTHERN MEDICAL ASSOCIATION. 


The 25th annual meeting of the Southern Med- 
ical Association came to a close Friday, November 
20, to meet next year in Birmingham, Ala. The 
meeting this year was one of the most successful 
the organization has ever held. Great credit is 
due to the New Orleans doctors, and particularly 
to Dr. Fred Fenno, who was the efficient Gen- 
eral Chairman of the Committee on Arrangements. 
In recognition of his splendid work, Dr. Fenno was 
honored by election to the position of first vice- 
president. The ladies of the Woman’s Auxiliary 
also should receive the thanks of the visiting doc- 
tors and their wives for their unselfish devotion 
to the interests of visitors, and for the splendid 
program of entertainment that they provided for 
the visiting ladies. The following Louisiana doc- 
tors appeared on the program: 


Homer Dupuy, W. W. Butterworth, Charles J. 
Bloom, E. Denegre Martin, E. D. Fenner, Alton 
Ochsner, Emmett Irwin, J. T. Nix, Henry Daspit, 
Gilbert Anderson, Joseph Hume, W. A. Reed, Sid- 
ney K. Simon, C. Jeff Miller, H. W. Kostmayer, 
Henry N. Blum, Basil C. MacLean, W. R. Brew- 
ster, J. Birney Guthrie, I. I. Lemann, J. H. Mus- 
ser, B. G. Efron all from New Orleans; Chaillie 
Jamison, Allan Eustis, R. R. Roberts, J. A. Danna, 
Robert A. Strong, B. G. Efron, John Signorelli, 
L. R. DeBuys, Charles J. Bloom, A. L. Levin 
Daniel N. Silverman, William H. Harris, Morris 
Shushan, Foster M. Johns, Charles S. Holbrook, 
W. J. Otis, also from New Orleans; R. C. Young, 
Shreveport; A. A. Herold Shreveport; W. F. 
Henderson, Urban Maes, E. C. Samuel, J. N. 
Roussel and M. T. Van Studdiford, from New 
Orleans; James A. Graves, Monroe; J. A. Danna, 
Isidore Cohn, E. D. Fenner, H. Theodore Simon, 
E. S. Hatch, J. T. O’Ferrall, P. A. McIlhenny, T. 
B. Sellers, Raymond Hume, Philip Jones, E. 
L. King, W. E. Levy, Hillard E. Miller, John 
A. Lanford, A. A. Caire, Jr., Phillips Carter, M. J. 
Gelpi, all from New Orleans; Harvey T. Best, 
Shreveport; Frank H. Walke, Shreveport; Charles 


A. Bahn, George B. Collier, William A. Wagner, 
Jules Dupuy, F. E. LeJeune, Frederick L. Fenno, 
J. A. O’Hara, W. H. Robin, L. L. Lumsden, E. ¢, 
Faust, Charles F. Craig, all from New Orleans; J. 
J. Sanders, Caspiana; Charles W. Rees, Jeanerette; 
Hans A. Kreis, E. H. Hinman, C. W. Duval, and 
C. C. Bass, from New Orleans. 


THE AMERICAN COLLEGE OF PHYSICIANS. 


The Sixteenth Annual Clinical Session of the 
American College of Physicians will be held in 
San Francisco, California, April 4-8, 1932. The 
headquarters in San Francisco will be the 
Palace Hotel, where the general scientific sessions, 
registration, and exhibits will be held. Clinics 
will be conducted in various hospitals and institu- 
tions in San Francisco and near-by communities. 


Dr. S. Marx White, Minneapolis, President of 
the College, has in charge the selection of speak- 
ers and subjects on the general program, while 
Dr. William J. Kerr, San Francisco, Professor of 
Medicine at the University of California Medical 
School, is the general chairman of the session, 
and is responsible for all local arrangements, in 
addition to the arrangement of programs and 
demonstrations. Following the San Francisco 
session a post-convention tour will be conducted 
through Yosemite Valley, Southern California 
(with two days in Los Angeles) and the Grand 
Canyon of Arizona. 


ZINC CHLORIDE PASTE. 

Several requests have come to the Journal for 
the exact formula of the paste that Dr. J. W. 
Warren uses in “The Treatment of Rectal Fis- 
tula” (New Orleans Medical and. Surgical Jour- 
nal, May, 1931, p. 771). Dr. Warren informs us 
that the formula for this paste is as follows: 


pe | ee eee 7 per cent 
Powd. Saguinaria .................-.. 20 “ we 
Powd. Charcoal .................:..:. es 
5 per cent Scarlet Red Oint... 4“ “ 
Oleo Mucilaginous Base.......... oo 


This oleo mucilaginous base is composed of 
wheat flour, Wesson oil and water to a pasty 
consistency. Variations of strength, of course, are 
due to the evaporation of water, which later 
should be readded when about to use the paste. 


WOMAN’S AUXILIARY. 

The Woman’s Auxiliary to the Orleans Parish 
Medical Society again showed a large attendance 
when they met November 11 at the interesting 
home of Mrs. Ralph Hopkins in the lovely garden 
district of New Orleans. Final plans for the en- 
tertainment of the Southern Medical Association 
were discussed. 
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Armistice Day was observed by the usual silent 
minute of respect. 


A splendid report was given by the chairman 
of the Philanthropic Committee showing that they 
have been doing unusually good work during Oc- 
tober. 
ples of drugs has progressed almost beyond our 


Also the collection and delivery of sam- 


A luncheon was announced in hon- 
or of Dr. Edward Keyes, President of the Ameri- 
can Social Hygiene Association to be given at 
La Louisiane, November 21, at twelve o’clock and 


expectations. 


the members of the Auxiliary were urged to at- 
tend. 


It was decided to co-operate with the Social 
Hygiene Society of New Orleans and subscribe $5, 
thereby becoming a sponsoring member. 


It was also announced that an extensive pro- 
gram on this work would be given at The Roose- 
velt, December 1, 2 and 3, under the auspices of 
Dr. H. W. E. Walther, co-operating with Dr. Va- 
lerie Parker of New York, who is in New Orleans 
for a short’ time to establish this necessary work. 
The Auxiliary meeting was attended by about one 
hundred and forty members and, after a too short 
talk by Dr. James Plant, director of Essex Juve- 
nile Clinic of Newark, New Jersey, on “Child 
Psychiatry,” they were entertained by musical 
and vocal selections and the meeting adjourned 
to enjoy some delicious refreshments. 


We welcome Bastrop, our youngest member in 
this column, and delight to print that a meeting 
was held in the home of Dr. and Mrs. Miller at 
Bonita, where the members enjoyed a talk on 
health given by Dr. Miller. They are, of course, 
just starting out, and as yet have not decided on 
the kind of auxiliary work they will emphasize, 
but the alacrity in which they are co-operating in 
answering the request for items for publicity 
shows they are wide awake and bound to be one 
of our most active auxiliaries. 


JAMBALAYA. 
A gavel was presented to the president of the 
Auxiliary to the Orleans Parish Medical Society 
by an anonymous donor. 


Mrs. W. W. Butterworth and Mrs. Hamilton 
P. Jones have accepted the joint chairmanship of 
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the lecture committee so the Orleans Parish Aux-. 
iliary is assured of excellent programs. 


The Orleans Parish Auxiliary is exulting in 
the recovery of their past President, Mrs. J. A. 
Storck, who has been ill for a number of weeks. 


It is interesting to learn that through the ef- 
forts of the different auxiliaries the subscriptions 
to Hygiea are 50 per cent more than they were 
last year at this time. 


This is a work which should be paramount with 
every auxiliary and all the Hygiea data may be 
obtained from the National President, Mrs. A. B. 
McGlothlan, 821 N. 24th St., St. Joseph, Missouri, 
or the National Chairman for Hygiene, Mrs. 
Rogers N. Hebert, 1509 Stratton avenue, Nash- 
ville, Tennessee. 


To extend Hygiea is the one request that has 
come to us from the American Medical Association 
and it should be the goal of all our auxiliaries. 


As we are growing in numbers we improve in 
our efficiency and we congratulate the Woman’s 
Auxiliary to the Kentucky State Medical Associa- 
tion for their truly deserved praise from the State 
Board of Health of that State, which was printed 
in their November Bulletin, and we hope in the 
near future that the Louisiana Auxiliaries will 
gain just such commendations. 


From Pennsylvania comes the news of the out- 
standing philanthropic work of the Dauphin 
County Auxiliary and that this committee has 
been untiring in their work for the Tuberculosis 
Society. 


Our National President, Mrs. A. B. McGlothlan, 
made an eighteen days’ trip through the western 
and northwestern States and was delighted with 
the work that has been done there—finding splen- 
did co-operation from the different State Medi- 
cal Associations. Oregon’s Woman’s Auxiliary 
to the State Medical Society has also been sent 


resolutions of appreciation for their invaluable 
services. 


Mississippi has come over the top with a con- 
tribution of $2,500 by the Auxiliary to the preven- 
torium fund for the Sanitarium. May we praise 
their laudable efforts! 
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THAT WE MAY KNOW EACH OTHER BETTER. 
Dr. James Thomas Brown was born on a farm 
near Coffeeville, Miss., on March 15, 1862. His 
ancestors were pioneers in this section, having set- 
tled there in 1831. Dr. Brown attended the com- 
mon schools of the 
country but further 
education was_inter- 
rupted by the death of 
his father when he was 
17 years of age. Being 
the oldest boy, he was 
left as the head of a 
family with younger 
brothers to educate. 


Dr. Brown studied 
medicine at the Mem- 
phis Hospital Medical 
College under the tute- 
lage of Drs. R. B. 
Maury, William  E. 
Rogers, Frank L. Sims, 
Alexander Erskine, 
and others of rare 
medical attainments. 
He received his diplo- 
ma in medicine from 
this institution on Feb. 
26, 1886, and was li- 
censed to practice on 
April 5, 1886. 


On December 7, 
1887, Dr. Brown mar- 
ried Miss Jimmie Bib- 
by, daughter of Dr. F. 
P. Bibby of Coffeeville. 
There are three daugh- 
ters and all are living. 

After four years of 
practice at and near 
Coffeeville, Dr. Brown located in Grenada on Jan. 
7, 1890, where he has remained since, carrying 
on to the honor of his profession in the service 
of humanity. He is at present county health 
officer. 


CHRISTMAS GREETINGS. 

At the last meeting of the Mississippi State 
Medical Association, contributing editors for our 
Journal were authorized for each county in the 
State. Such editors were to be appointed by the 
presidents of the component societies. We have 
82 counties (too many!) and of these 57 are now 
(on paper!) represented by county editors follow- 





JAMES THOMAS BROWN, M. D., 
Grenada, Mississippi 
Councilor, Fourth District 
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LD. W. Jones, Associate Editor 


ing presidential appointment. But this does not 
mean that we actually have 57 county editors, 
for 24 have never been heard from at all in the 
seven months since the last meeting of the State 
Association. 

A county editor’s 
duties is to report each 
month all medical hap- 
penings in his county. 
It may be that these 
delinguent editors are 
so busy that they have 
no time for reports. If 
so — congratulations! 
We wish we had as 
much to do. But we 
suspect it is just lack 
of interest and spirit 
of co-operation. It 
takes a few minutes 
each month. Doctors 
are always being told 
how much they do for 
others—how much they 
give in unselfish serv- 
ice. Do we really de- 
serve such praise? 


Below is given the 
per cent efficiency rec- 
ords of the county ed- 
itors so far as their 
usefulness to the Jour- 
nal is concerned for 
the past seven months. 


Standing of County 
Editors. 
Adams—L. Wallin, 86 
per cent; Alcorn—J. R. 
Hill, 0; Amit e— P. 
Jackson, 14; Attala— 
C. A. Pender, 29; Benton—F. Ferrell, 0; Cal- 
houn—Vacant, 0; Carroll—J. P. T. Stephens, 0; 
Chickasaw—W. C. Walker, 14; Choctaw—J. J. 
James, 29; Claiborne, W. N. Jenkins, 43; Clay— 
S. R. Deanes, 0; Copiah—W. L. Littel, 43; De- 
Soto—A. V. Richmond, 0; Franklin, C. E. Mullins, 
0; Grenada—T. J. Brown, 43; Hancock—C. M. 
Shipp, 0; Harrison—C. McCall, 29; Hinds—A. G. 
Wilde, 0; Holmes—R. C. Elmore, 0; Issaquena— 
W. H. Scudder, 14; Itawamba—N. W. Nannery, 
0; Jackson—B. S. MclIlwain, 14; Jefferson—R. B. 
Harper, 0; Lafayette—F. E. Linder, 0; Lauder- 
dale—C. T. Burt, 29; Lawrence—B. S. Waller, 0; 
Lee—A. J. Stacy, 0; Lincoln—W. H. Frizell, 14; 
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Lowndes—J. W. Lipscomb, 14; Madison—A. P. 
Durfey, 43; Marshall—D. R. Moore, 0; Monroe— 
G. S. Bryan, 86; Montgomery—S. S. Caruthers, 
0; J. O. Ringold, 14; Neshoba—J. S. Hickman, 29; 
Newton—S. A. Majure, 14; Nuxobee—J. D. 
Green, 0; Oktibbeha—H. L. Scales, 14; Panola— 
G. H. Woods, 29; Pike—L. J. Rutledge, 43; Pon- 
totoc—R. P. Donaldson and E. B. Burns, 86; 
Prentiss—R. B. Cunningham, 29; Rankin—H. N. 
Holyfield, 0; Scott—W. C. Anderson, 0; Sharkey 
—wW. C. Pool, 29; Stone—S. E. Dunlap, 0; Tate 
—wW. D. Smith, 14; Tippah—C. M. Murry, 0; Tis- 
homingo—K. F. McRae, 29; Union—H. P. Bos- 
well, 0; Walthall—B. L. Crawford, 0; Warren— 
E. H. Jones, 86; Webster—W. H. Curry, 57; Wil- 
kinson—S. E. Field, 14; Winston—M. L. Mont- 
gomery, 72; Yalobusha—G. A. Brown, 0; Yazoo— 
C. M. Coker, 57. 


Presidents of Medical Societies are asked and 
urged to check this list and then to have a heart- 
to-heart understanding with their editors. Delin- 
quent editors should be told frankly that if they 
are not able to carry on for the good of our Jour- 
nal, that they are to be replaced and then they 
should be replaced at once. There are men in 
every community who can and will aid the cause 
of organized medicine in a responsible manner. 


As for the presidents of Societies who have 
ignored every and repeated requests for appoint- 
ment of editors, a new year will soon be here. 
Resolve to carry out your duty as specified by the 
State Association. Sit down today. Appoint an 
editor for each county in your jurisdiction. No- 
tify the men chosen of their appointments, letting 
them know that you expect their counties to be 
on the map each month. Also please notify the 
editor for Mississippi of your appointments. Show 
before your year as president is finished that you 
are actually president. 


Your editors are working hard to give you a 
Journal worthy of Mississippi. Give us a little 
co-operation. 


But for all your failings, we love you still and 
sincerely wish for you and yours 


A MERRY CHRISTMAS. 


CALENDAR. 


December 1: Claiborne County Medical So- 
ciety, 3 p. m.; Staff of King’s Daughters’ Hospi- 
tal, Brookhaven, 7:30 p. m. 


December 2: Staff of Chamberlain-Rice Hos- 
pital, Natchez; Staff of Vicksburg Infirmary, 7:30 
p. m.; Staff of Rush’s Infirmary, Meridian, 7 p. m.; 
Staff of Dr. F. G. Riley’s Children and Maternity 
Hospital and Clinic, Meridian, 7 p. m. 
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December 3: Pike County Medical Society. 
McComb, 7:30 p. m. 


December 4: Natchez Medical Club, 1 p. m. 


December 7: Jackson County Medical Society, 
7:30 p. m.; Staff of Meridian Sanitarium, 7 p. m.; 
Staff of Jackson County Hospital, 7:30 p. m. 


December 8: Joint meeting of the Fifth Dis- 
trict Medical Society of Louisiana and the Issa- 
quena-Sharkey-Warren Counties Medical Society, 
Vicksburg; Staff of Natchez Sanatorium, 7 p. m.; 
Winston County Medical Fraternity, Louisville. 


December 9: Staff of King’s Daughters’ Hos- 
pital, Greenville, 7 p. m. 


December 10: Staff of Vicksburg Sanitarium, 
6:30 p. m.; Staff of Vicksburg Hospital, 7:30 p. 
m.; South Mississippi Medical Society, Hatties- 
burg, 3 p. m. 


December 11: 
Meridian, 7 p. m. 


Staff of Anderson Infirmary, 


December 15: Staff of Natchez Charity Hos- 
pital, 8 p. m.; North East Mississippi Thirteen 
Counties Medical Society, Tupelo, 2 p. m. 


December 17: 
ciety. 


East Mississippi Medical So- 


December 18: Natchez Medical Club, 1 p. m. 


AN EDITOR TALKS. 
(Continued from last month) 


(From The Preparation of Papers on Medical 
Subjects: How to Make Them Interesting As Well 
As Instructive.-—The Editor Talks, by Dr. George 
L. Richards, Fall River, Mass.). 


“THE DISCUSSION. 


“Pleasant remarks on the paper and how we 
have enjoyed it and what a wonderful contribu- 
tion it is to the subject are quite in order at the 
beginning or end of the discussor’s remarks, but 
when the material is being set up for permanent 
reference in a scientific publication, be it medi- 
cal journal or volume, they have no force and 
should be omitted. 


“The following is an example taken from the 
excellent New England Journal of Medicine, of 
May 23, 1929. 


‘“* ‘T have enjoyed the papers of the evening very 
much indeed and feel that although much has 
been written on this subject there is always some- 
thing we can carry away with us of value. I am 
sure the other members present feel as I do, that 
we have learned a great deal tonight.’ 
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“Very pleasant remarks and no doubt justified 
but they edd nothing to the value of the discus- 
sion, so why take the reader’s time or put the 
Journal to the expense of reproducing them. 


“It has been my own practice, as perhaps you 
have noticed in reading your discussion as printed 
in our volume, to omit such paragraphs as well 
as remarks which are not pertinent to the sub- 
ject of the paper. It is, of course, the stenogra- 
pher’s duty to take them down. I think it is the 
editor’s duty, when he makes up his material for 
the printer, to omit them. 


“The proceedings of the Royal Society of Med- 
icine of England, which are a model for concise- 
ness, contain none of this complimentary material, 
but the discussion is always directly to the point. 
Perhaps one of the reasons for this is that no 
stenographer is, as a rule, present at the meetings, 
and the discussors are asked to write out their 
remarks immediately after making them and hand 
in to the secretary. 


“Where lantern slides are the main feature of 
a paper, whether of charts or illustrations, the 
paper should be prepared in two forms, one for 
reading and the other for printing. The paper 
intended for printing should be accompanied with 
clear drawings of such illustrations as are desired, 
with typewritten legends on the back and proper 
references to each one in the text and in proper 
order. All illustrations should be marked as to 
top and bottom, as in many cases the proper posi- 
tion is not clear to editor or printer unless so 
marked. 


“Bibliographic references should be referred to 
by number in the text.” 


Mrs. Mellish-Wilson of the Maye Clinic has 
written an excellent little manual entitled “The 
Writing of Medical Papers,” published by W. B. 
Saunders Co. Every contributor to medical liter- 
ature should own and study this book. 


FROM OUR PRESIDENT. 


“Dr. Leon S. Lippincott, 
“Vicksburg, Mississippi. 


“Dear Mr. Editor: 


“TI was very much interested in Dr. Gaudet’s 
letter which was published in the November Jour- 
nal. The first paragraph of this letter referred 
to a statement made by me that I had operated on 
twenty cases of appendicitis in my hospital and 
received the sum of $50.00 for the twenty cases. 
I am afraid I did not make my position quite 
clear. My discourse was on Community Hospitals. 
I had, previous to the above statement, explained 
the fact that the indigent sick in North Missis- 
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sippi and other sections of the state, remote from 
the State Charity Hospitals, were being cared for 
by the private hospitals, many of which are owned 
and maintained by physicians. Those of us in 
these counties are paying taxes to maintain char- 
ity hospitals in the central and southern parts of 
the state and are at the same time being forced 
to take care of the charity in our own commun- 
ities. 


“In order to stress the desperate condition of 
the people in these communities, I gave as an 
example the fact that of the surgery which I did 
in July and August of this year, I operated on 
twenty-two emergency cases of appendicitis. One 
of these patients paid me $75.00 for the opera- 
tion and another gave me a post-dated check for 
$12.50 which proved to be no good. However, 
this check has been raid since the above state- 
ment was made, after I forced collection. From 
Dr. Gaudet’s letter I infer that he was left under 
the impression that the amount of money collect- 
ed was for hospital expenses and my fees. This 
is not true. Every one of the patients paid the 
hospital fees. The $75.00 plus $12.50 represents 
my remuneration for the twenty-two cases, an 
average of $3.98 per case. 


“Next, as to my statement that surgeons are 
charging too much, our regular charge for an 
appendectomy in this community is $125.00. Let 
us suppose that each of the above cases was able 
to pay the regular fee. This would have been 
$2750.00. These patients all came from the rural 
districts of this and adjoining counties. I know 
them all personally. They are farmers or are 
members of farming families. There is hardly a 
farmer in this territory this year who will clear 
$100.00 above his actual necessities and I will 
include in ‘necessities’ his bill for medical atten- 
tion by his family physician. The majority of the 
farmers this year will not even have enough 
money to pay their taxes, food, clothing and school 
expenses. In other words, when they have to 
undergo an operation they know it is impossible 
to pay a large fee and will, therefore, make no 
effort whatever to pay. On the other hand, if 
the surgeons will get together on their charges 
and reduce their fees to fit the income of their 
patients I believe the patient will make a greater 
effort to pay. Many of these patients who are 
not able to pay our regular fees would feel less 
embarrassed and humiliated if they were required 
to pay even a small fee. 


“Dr. Gaudet says that something is wrong. Un- 
questionably so! 


“What we need today is a better understanding, 
first among ourselves and then between the phy- 
sicians and the laity. We must keep the ideals 
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of our profession on the same high plane that 
they have always occupied but we must realize 
that there is a business side, separate and distinct 
from the professional side, which must be put on 
the same basis as all other commodities. 


“As for the statistics, showing the cost per 
capita per family for medical care, they are not 
worth the snap of your fingers when it comes to 
collecting what a poor farmer in Mississippi owes 
on his doctor’s bill. 


‘My only source of income is from surgery and 
yet, today, I am not worried for my own welfare. 
I am’ worried about the physician, who through 
the summer’s heat and the winter’s cold, through 
sunshine and rain, through sleet and snow, an- 
swers the summons from day to day the year 
round, and then in the Fall of the year renders 
his bill for services, only to learn that what little 
the patient has left, if any at all, must make a 
part payment on a note held by the surgeon. What 
I have said does not in any way apply to the rich 
class, who are able to pay, nor to the salaried 
man, who could or should have a budget. But I 
have reference to the vast majority of people in 
Mississippi who make their living on the soil and 
who depend upon its resources for a livelihood.” 


John C. Culley. 


MISSISSIPPI STATE HOSPITAL ASSOCIATION 
COMMITTEES—1931-1932. 


Legislation: Dr. W. W. Crawford, Hatties- 
burg; Dr. V. B. Martin, Picayune; Dr. R. H. Fos- 
ter, Laurel; Dr. W. J. Anderson, Meridian; Dr. 
John C. Culley, Oxford; Dr. W. G. Brewer, Co- 
lumbus; Dr. C. A. MeWilliams, Gulfport; Dr. G. 
A. Brown, Water Valley; Dr. J. S. Ullman, 
Natchez; Dr. J. Gould Gardner, Columbia; Dr. 
Hugh A. Gamble, Greenville; Dr. A. Street, Vicks- 
burg; Mr. Loyde Spivey, Canton; Dr. E. Hayes 
Wesson, New Albany; Dr. V. B. Philpot, Houston; 
Dr. George Adkins, Jackson; Katherine White 
Spinner, R. N., Biloxi; Dr. W. H. Frizell, Brook- 
haven. 


Community Hospitals: Dr. A. G. Payne, 
Greenville, Chairman; Dr. C. M. Speck, New AIl- 
bany; Dr. E. S. Bramlett, Oxford; Dr. Wade H. 
Sutherland, Booneville; Gus Hansen, Canton; Dr. 
George Rembert, Jackson; Dr. C. E. Catchings, 
Woodville; Dr. J. W. D. Dicks, Natchez. 


Charity Hospitals: Dr. B. B. Martin, Vicks- 
burg, Chairman; Dr. J. A. Rayburn, Natchez; Dr. 
Roland Cranford, Laurel; Dr. R. W. Smith, Can- 
ton; Dr. H. F. Tatum, Meridian; Dr. F. S. Hill, 
Grenada; Dr. M. L. Flynt, Newton; Dr. E. E. 
Benoist, Natchez. 
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Minimum Standards: Dr. George W. F. Rem- 
bert, Jackson, Chairman; Dr. Joe Frazier, Canton; 
Dr. S. T. Lyles, Oxford; Dr. E. R. McLean, Cleve- 
land; Miss Ethel Saunders, Meridian; Will H. 
Speck, New Albany; Dr. R. J. Field, Centreville; 
W. A. Lowry, Natchez; H. Ogden, Hattiesburg; 
Dr. Paul Gamble, Greenville; Dr. W. K. Stowers, 
Natchez. 


Co-Operative Buying: W. Hamilton Crawford, 
Hattiesburg, Chairman; Lena Divine, Canton; Dr. 
E. S. Bramlett, Oxford; D. H. Hall, New Albany; 
Miss Beadie Sprayberry, Houston; W. S. Webster, 
Winona; Dr. H. N. Mayes, New Albany; O. T. 
Hamner, Water Valley; Dr. P. Beekman, Natchez. 


Official State Recognition: L. O. Crosby, Pica- 
yune, Chairman; Maude T. Varnado, R. N., Lau- 
rel; Isidore Perlinsky, Canton; Dr. W. W. Phillips, 
Oxford; Dr. H. P. Boswell, New Albany; Dr. J. W. 
Barksdale, Jackson; W. B. Robinson, Centreville; 
Dr. R. D. Sessions, Natchez. 


Collection of Accounts: G. D. Stanley, Green- 
ville, Chairman; E. C. Parker, Canton; E. J. Ste- 
phens, New Albany; Dr. J. R. Williams, Houston; 
Miss Ferris Cotter, Jackson; Dr. F. B. Long, 
Starkville, W. Hamilton Crawford, Hattiesburg; 
Francis Martin, Vicksburg; Dr. L. S. Gaudet, 
Natchez. 


Publicity: Dr. C. D. Williams, Jr., Hatties- 
burg; R. J. Rodgers, Canton; Dr. Frank P. Ivy, 
West Point. 


Publication: Dr. J. W. Barksdale, Jackson, 
Chairman; Dorothy Cinkowski, R. N., Hattiesburg; 
W. Hamilton Crawford, Hattiesburg; Dr. W. K. 
Stowers, Natchez. : 


History: Dr. Henry Baby, Hattiesburg, Chair- 
man; Miss Maude A. Brunner, R. N., Brookhaven; 
Miss Ora Burris, McComb; Dr. J. W. D. Dicks, 
Natchez. 


Hospital Visitors: Dr. E. W. Holmes, Winona, 
Chairman; Mrs. R. E. Spivey, Canton; Dr. W. A. 
Carpenter, Cleveland; Rev. Wayne Alliston, Jack- 
son; Mrs. J. D. Greene, Starkville; Dr. J. K. Oates, 
Laurel; Mrs. Grace Moss, R. N., Gulfport; Mrs. 
Hattie G. Bauer, R. N., Natchez Miss Mary Roane 
Thornton, R. N., Starkville; Miss Helen Moliere, 
Vicksburg; Dr. H. M. Smith, Natchez. 


Standard Supplies and Equipment: Dr. John 
B. Howell, Canton, Chairman; Dr. J. P. Wiggins, 
Cleveland; A. Toomer, Houston; Mrs. M. H. Ta- 
tum, Jackson; Ollie May Wood, R. N., Starkville; 
Dr. S. E. Field, Centreville; Dr. Leo S. Brown, 
Water Valley; Miss A. L. MasGachen, R. N., Ox- 
ford; Miss Carrie Young, R. N., West Point; Dr. 
Philip Beekman, Natchez; Mrs. H. G. Bauer, 
Natchez. 
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All Inclusive Fees: Dr. G. M. Street, Vicks- 
burg, Chairman; Mamie Davis, Canton; Claudia A. 
Estopinal, Meridian; Dr. Sam E. Eason, New Al- 
bany; Dr. J. W. Moody, Charleston; Mrs. J. E. 
Buckner, Starkville; Dr. C. H. Ramsey, Laurel; 
Dr. Ped L. Fite, Columbus; Dr. H. M. Smith, 
Natchez. 


Constitution and Rules: Dr. J. S. Ullman, 
Natchez, Chairman; Mrs. Minnie Lou Roberson, 
Canton; J. B. Shannon, New Albany; Dr. N. C. 
Womack, Jackson; Dr. William W. McRae, Co- 
rinth; Dr. E. E. Benoist, Natchez. 


WEBSTER COUNTY. 


The physicians of Webster and surrounding 
counties took advantage of the dull times and 
attended the course of lectures given by Dr. Mc- 
Cord at Houston the second week in October. 
This is really a postgraduate course in obstetrics. 

I would advise any physician and especially 
those doing rural practice to attend this course 
of lectures if an opportunity presents itself. 


W. H. Curry, County Editor. 


CHICKASAW COUNTY. 


On Thursday, October 29, the Northeast Missis- 
sippi Thirteen Counties Society was the guest of 
the North Mississippi Medical Society at Oxford, 
University of Mississippi. 


We had quite a delightful time, the papers that 
were read were splendid, the banquet was superb, 
the after dinner speeches delivered by Drs. Mull, 
Culley, and Underwood, and Dr. Hyman of the 
Medical Department of the University of Tennes- 
see were splendid 


This meeting was the result of the meeting held 
at Houlka last June. I think if the other associa- 
tions over the State would have more of these 
joint meetings it would result in much good to 
the associations and profession generally. 


William C. Walker, County Editor. 


WOMEN’S AUXILIARY. 


The Women’s Auxiliary of the Issaquena-Shar- 
key-Warren Counties Medical Society held its reg- 
ular meeting on October 20 at the home of. Mrs. 
H. S. Goodman, Cary. Mrs. H. H. Haralson, 
Vicksburg, reported for the Tuberculosis Associa- 
tion Committee. She stated that she and Mrs. M. 
H. Bell, Vicksburg, had inspected the annex at 
the Charity Hospital and found that it would 
house about 40 patients but that repairs would 
cost around $2,000. She stated that the Tuber- 
culosis Association, Red Cross, and Warren Coun- 
ty Child Welfare fund had jointly built a hut on 
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the Charity Hospital grounds for an incurable 
patient sent back from the Sanatorium. 


Mrs. A. Street and Mrs. H. H. Haralson, Vicks- 
burg, Mrs. J. B. Benton, Valley Park, and Mrs. 
M. J. Few and Mrs. H. S. Goodman, Cary, were 
appointed to go before the Issaquena-Sharkey- 
Warren Counties Medical Society to ask aid in 
carrying out the project of repairing the annex 
for incurable tuberculosis patients. 


Mrs. M. J. Few, Rolling Fork, gave a report on 
charitable work done in Sharkey County. Her 
production work of refilling the emergency shelf 
was successful. 


Mrs. J. B. Benton, Valley Park, was appointed 
Hygeia Secretary, for Issaquena County. 


Mrs. W. C. Pool, Cary, reported that the Meth- 
odists of Mississippi had asked aid in saving soap 
wrappers for the church until January 1, 1932. 
After that date, Mrs. Henry Boswell, Sanatorium, 
will appoint a chairman for this work and dis- 
cuss ways and means of collecting wrappers for 
the endowment fund of the Sanatorium. 


The constitution of the Auxiliary was accept- 
ed as corrected at the last meeting. 


Mrs. W. C. Pool told of helping the ladies at 
Natchez to organize a Women’s Auxiliary of the 
Homochitto Valley Medical Society and of the 
wonderful co-operation given her by the Natchez 
doctors. 


Mrs. F. M. Smith, Vicksburg, reported on an 
interesting trip to Canada. 


Drs. W. C. Pool and H. S. Goodman, Cary, pre- 
sented the Women’s Auxiliary with a lovely basket 
of flowers. This basket is to be handed down 
from president to president for future decoration. 
A vote of thanks was sent to Drs. Pool and Good- 
man. 


CHANGE IN DATE. 
The following letter has been sent to the mem- 
bers of the House of Delegates of the Mississippi 
State Medical . Association. 


“Due to a conflict in the meeting dates of the 
State Medical Association and the American Med- 
ical Association next May, it will be necessary for 
us to change the time of our meeting. 


“Rather than put the members of the House of 
Delegates to the trouble and expense of meeting 
in Jackson to change the time of meeting as pro- 
vided for in Section 2 of Article V of the Consti- 
tution, I am enclosing a vote which I will ask 
that you return to me at once. It is very impor- 
tant for us to decide definitely nn the time of 
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meeting at once in order that the chairmen of the 
various sections can arrange their programs as 
soon as possible and let the essayists know the 
exact time of meeting. 


“The American Medical Association meets in 
New Orleans from May 9 through May 14. I 
do not think it would be wise to have our meeting 
the week preceding their meeting as this would 
necessitate those who wish to attend both meet- 
ings being away from their practice for two weeks 
at a time. I am going to suggest that we put the 
time of our meeting two weeks in advance of 
the meeting of the A. M. A., which will be April 
26, 27 and 28. 


“Enclosed you will find a self-addressed envel- 
ope and I suggest that as soon as you read this 
you sign the vote and mail to me immediately. 


“Thanking you very much for your immediate 
attention to this matter, I am 


“Yours very truly, 


(Signed) John C. Culley, President.” 


MONROE COUNTY. 


Touching the matter of “emerging from dark- 
ness into light,” please permit me to say that my 
last communication was meant for the preceding 
month. But I was ignorant of the time limit. 
So I did not inflict you with an extra for last 
month. 


It had been my purpose to write at some length 
on the recent meeting held at Oxford, since it was 
a joint meeting of the North Mississippi and the 
Northeast Mississippi societies. But I fear I shall 
not be able to do so, because of the confusion of 
thoughts that crossed my mind on that occasion. 
The meeting was held Thursday, October 29. The 
day was wonderful—so crisp and cool, so bright 
and beautiful. The roads were as good as could 
be desired, unless one should wish to anticipate 
the time when Mississippi shall join the sisterhood 
of states that have paved lines of travel. At 6:30 
I was picked up at my office door by my splendid 
friend, Dr. C. E. Boyd, and his gracious wife. 
At nine o’clock we entered the city from the east 
over the Pototoc highway. We decided to spend 
the hour before the meeting driving over the 
city and over the driveways through the campus 
grounds. But “I saw not the things that were 
nor those that should have been”; for “a change 
came over the spirit of my dreams.” First I saw 
myself, an unsophisticated younth of sixteen, as I 
was, on the occasion of my first visit there. On 
that day I had boarded a railway train for the 
first time in life. I left a home where I had been 
tenderly nurtured and protected from all outside 
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disturbances (but I had indulged in dreams that 
would be unlawful for me to tell). In order to 
reach Oxford from Aberdeen, my home, I spent 
over twelve hours and rode four different trains. 
I shudder, even now, to think of what might have 
befallen me on my arrival had I not been met by 
a friend, then in his junior year. This friend took 
me in tow and became my “big brother” to such 
an extent that no attempt to haze was ever made. 
On this last occasion I was sorely disappointed in 
that I did not see the austere and military Gen- 
eral A. P. Stewart, who was then Chancellor. I 
failed to see Dr. Wheat, the erudite professor of 
Greek; Dr. Quinche, who taught us Latin; Dr. 
Jones, who taught chemistry; Dr. Robert Fulton, 
who soon became General Stewart’s successor; 
and others whose names are only memories now. 
I looked into the faces of bright and complacent 
youths and maidens who are students now, but I 
failed to see the forms and faces of yesterday, 
now gone forever. I could but see in fancy Joseph 
W. Bailey, of tall and commanding figure—an 
orator, even then, of matchless type and Wm. C. 
Martin of retiring nature, but a young man whose 
scholarship has never been surpassed at “Ole 
Miss.” I looked in vain for the big, brawny Tom 
James who was the most perfect physical speci- 
men of his day. I though fondly of my class- 
mate, the knightly and chivalrous Ben Humphreys 
(and with some degree of shame, I though of the 
pleasure it gave me to receive a higher mark in 
English than was given him on final examination). 
When I passed “Fitzhugh Hall” I thought of Dr. 
L. T. Fitzhugh and I smiled when I remembered 
the way he popped his lips when he would say 
“Applewhite, Magruder, Bryan and Baum may 
take this board.’”? When I drove through the up- 
town square, I remembered the afternoon when 
the immortal L. Q.C. Lamar quelled a rising mob 
of University boys who had broken over and 
through all discipline. What a commanding figure, 
what a peerless mind, what a matchless orator. 
“When may we see his like again?’”’ I remember- 
ed too, the night when I heard Joe Bailey and 
the brilliant W. B. Walker, who was my bosom 
friend until his untimely death, make their first 
political speeches in the little old fashioned court 
house which still stands in the square, seeming to 
guard and protect a dead buried past. The 
memories aroused that day haunt me still. When 
I stepped from the automobile in which I was 
riding I thought I was still the unsophisticated 
youth I once had been. But I was suddenly awak- 
ened from my dreams when a spare, stately, 
oldish, gentleman of distinguished mien extended 
his hand to me and with a courteous smile said, 
“How are you, old gentleman.” How shocked I 
was (almost peeved) by this sudden, if not rude 
awakening. But when I saw it was none other 
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than my honored friend, Dr. P. W. Roland, who 
had thus addressed me, I tried to pull myself to- 
gether and take my place among the living in- 
stead of the dead. I soon saw and met my genial 
friend, John Culley, who is now our esteemed 
president. Then came Dr. Mull, who is, I think, 
destined to do so much for the medical school at 
“Ole Miss.” No one can realize what this in- 
stitution means to the state, especially to our 
boys who expect to emulate themselves on the 
altar of medicine. Permit me to digress and say 
that during all the years that I was a member of 
the licensing board for Mississippi that the boys 
who took their primary work at Ole Miss, took 
leading rank among those applying for license to 
practice medicine in our state. 


The meeting was a great success. The program 
was good-unusually good, with such men as Liver- 
more and Bethea gracing it. But the scientific 
program, for once, was relegated to second 
place. It was called to be an “Ole Miss” day; an 
“Ole Miss” day it was. 


No deaths—no marriages—no removals. Two 
new men have come into the bounds of our society 
—one into the county. Dr. B. C. Crisler has 
located in Aberdeen and Dr. Robert Christian has 
begun the practice of medicine at Baldwyn. Dr. 
J. A. Dilworth of Aberdeen is sick in the home 
of his niece, Mrs. W. J. Thompson. We hope for 
him an early recovery. 


You are at liberty to consign this to your waste 
basket, but do not consign me to the realms of 
“darkness” again. 


G. S. Bryan, County Editor. 


MONTGOMERY COUNTY. 


Montgomery County was represented at the 
recent meeting of the doctors and wives, with the 
medical students of the University at Oxford. 
The weather was ideal following a rain the day 
before, which settled the dust and helped to 
make the day very pleasant. Dr. and Mrs. S. S. 
Caruthers, Duck Hill, and Dr. J. O. Ringold, Win- 
ona, were the only ones present from Montgom- 
ery County. 


Oscar E. Ringold, son of Dr. and Mrs. J. O. 
Ringold, who will finish his medical course at 
Baylor University this term and Miss Myrtle Cas- 
tilla, a graduate nurse of Baylor University, were 
married in Dallas during last month. 


The doctors of our county seem to be getting 
plenty to eat, but not much money. 


J. O. Ringold, County Editor. 


Mississippi State Medical Association 


MORE TIME AND THOUGHT FOR 
ASSOCIATION BUSINESS. 


J. Sidney Eason writes (N. O. M. & S. J., Oct., 
1931, Vol. 84, p. 297); to complain of his insur- 
ance contract as sponsored by the State Associa- 
tion. E. F. Howard, in the November Journal 
(Vol. 84, p. 411) writes most pertinently on the 
same subject. In the Mississippi Doctor (Oct., 
1931, Vol. 9, p. 7) Dr. Anderson, in replying to 
an article of mine on “Community Hospitals” 
says: “The resolution was adopted without dis- 
cussion. It could have been discussed.” 


If my memory is dependable, and I think it is, 
the matter of group insurance for members of 
our Association was first brought up at the Meri- 
dian meeting in 1928. But it was taken up before 


the Scientific Section, just before the noon hour. 
We were running behind time with our program 
when it was interrupted to discuss this matter. 
Hence the members were not in a frame of mind 
for thoughtful discussion, even had they had suf- 
ficient data and information, on which to base 
intelligent discussion. 


Last May, in Jackson, the resolution calling for 
the appointment of the committee to look into the 
matter of funds for the Community Hospitals, was 
presented to the House of Delegates on the last 
morning of the session, just a few minutes before 
the House was due to adjourn in order to permit 
the Scientific Section to begin its work. There 
was no time for discussion. 


It has long been recognized that the House of 
Delegates did not have sufficient time at its dis- 
posal to give adequate consideration to matters 
of importance to the Association and its mem- 
bers. Accordingly, at the Jackson meeting, an 
amendment was adopted which provides that the 
meeting of the House of Delegates, on the first 
day of the session, may continue throughout the 
entire morning, in order that it may have ade- 
quate time for the proper consideration of its 
business. 


But it will require respect for parliamentary 
procedure, a willingness to endure discussion and 
a will to “block the railroading” of business if the 
work of the House is to be productive of construc- 
tive legislation. Most people are impatient of 
what they call “long-winded” discussions, and 
many a man takes it as a personal matter if some- 
one else can find a flaw in some resolution he has 
introduced. But it is better to “shoot it full of 
holes” before it is passed than to find it faulty 
afterward. 

J. S. Ullman. 
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HOSPITALS. 

It is said that the wife of Mayor Hylan, of New 
York, on one occasion, apropos of nothing much 
in particular, replied to Queen Marie, of Rumania, 
as follows: “Queen, you sho spoke a mouthful.” 
This sterling sentiment may, quite as fittingly, 
be applied to the letter of Dr. H. A. Gamble 
(N. O. M. & S. Jour., Nov. ’31, Vol. 84, p. 409). 
He says: “. . . it will be necessary to arouse the 
enthusiasm of all the hospitals of the State and to 
inculcate in them a keener desire for a higher 
standard of hospital work” That is correct Broth- 
er Gamble, but if we are to attain that standard 
it will also be necessary to awaken an enthusiasm 
in the rank and file of the medical profession of 
the State and to overcome their indifference to 
hospital standards. 


Few physicians seem to realize that hospital 
administration is as much a specialty, today, as 
is oto-laryngology, urology or radiology. The pos- 
session of surgical skill and judgment plus an 
inordinate desire for a place in which to do sur- 
gery is not sufficient to establish the right of an 
individual to maintain a hospital. If such a man 
is to devote the necessary time to efficient manage- 
ment then he will not have sufficient time to devote 
to his patients. 


There is no reason why one or more physicians 
in a community should carry the burden of keep- 
ing up a hospital. In Natchez ten physicians have 
approximately a quarter of a million dollars tied 
up in two hospitals and their equipment. Why 
should this small group be expected to carry such 
a burden, even though aided by State funds? In 
the final analysis, too, the interest of the patient 
may be better cared for if the physician is not 
directly concerned in the financial success of the 
institution. In other words, let us make our hos- 
pitals community institutions in fact as well as 
in name. 


At present we have the Mississippi Hospital 
Association and the Committee on Hospitals of 
the Mississippi State Medical Association working 
on our problems. The Mississippi group of the 
American College of Surgeons, too, is interested 
in hospital standardization. There should be co- 
operation on the part of all these groups. In fact 
each group is made up from the medical pro- 
fession of the state. Let us get together in work- 
ing out our problems. Each body is composed 
of good men and true, but there should be no 
need for a duplication of effort. 


Yes, Brother Anderson, Dr. Bullitt is correct 
in stating that ninety-five per cent of the patients 
ean be cared for at home. One of the Mayos is 
credited with having said that when patients come 
to them with the diagnosis unmade it is invariably 


due to the fact that the examining physician failed 
to carry his investigations far enough and not be- 
cause he did not know how to examine the patient. 
Quite often in response to the patient’s plea for 
economy routine laboratory work is not insisted 
on by the home doctor. Our doctors are capable 
but they should protect themselves by insisting 
that they be-given the right to gather sufficient 
data on which to base a diagnosis. Furthermore, 
they should educate the public—especially their 
local community—to realize that the burden of 
hospital maintainence and of caring for the in- 
digent sick is not to be borne on the shoulders of 
doctors of the county. When you assume this 
burden and merely ask the State to help with a 
dole, you can not blame the public. Let us ask 
the lawyers to pay for the erection and maintain- 
ence of our court houses. That would reduce 
taxes. 
J. S. Ullman. 


GRENADA COUNTY. 


Medical affairs in Grenada County are main- 
taining status quo. 


So little sickness that the doctors so included 
are enjoying frequent outings, hunting and fishing. 


Five of our doctors attended the meeting of 
our local society on October 6, a very enjoyable 
day was spent. 


A fine meeting was had at Oxford on the 29th. 
Some two hundred North Mississippi doctors were 
present. A splendid program, an excellent lunch- 
eon and an exceptionally fine spirit made it a 
worthwhile occasion. 


The many friends of Dr. Frank S. Hill will be 
glad to know that he has fully recovered from a 
recent appendectomy. 


J. T. Brown, County Editor. 


THE SOUTHEASTERN SURGICAL CONGRESS. 
This association of surgeons of the seven South- 

ern States is rapidly growing, and making excel- 

lent progress toward attaining its objectives. 


A survey of medical and surgical organizations 
in this country showed the following: The New 
England States have a surgical organization; the 
Western States have a surgical organization; the 
Pacific Coast States have a surgical organization; 
in fact, practically all clearly identified sections 
of the country have regional surgical associations. 
With the advent of the Southeastern Surgical Con- 
gress this group of states is also provided for. The 
seven states at present included are. Alabama, 
Florida, Georgia, Mississippi, North Carolina, 
South Carolina, and Tennessee. 
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Membership is limited to surgeons of recog- 
nized ability and consists of Senior Fellows, Jun- 
ior Fellows, and Honorary Fellows. The sponsors 
of this Congress are conducting it on a high plane. 
It is self supporting, it sees no need for haste in 
selecting its members, and it will not tolerate com- 
mercialism. 


Officers of the Congress are: Dr. C. W. Roberts, 
Atlanta, President; Dr. A. J. Mooney, Statesboro, 
Ga., Vice-President; Dr. B. T. Beasley, Atlanta, 
Secretary and Treasurer; Dr. Frank K. Boland, 
Atlanta, President-Elect. 


At the 1931 meeting which was held in Atlanta 
an excellent program was presented. The next 
meeting will be held in Birmingham, Alabama, 
on March 7 and 8, and the program will be 
composed of presentations by men equally as dis- 
tinguished as those of the last meeting. 


VICKSBURG SANITARIUM. 


The regular monthly meeting of the staff of 
the Vicksburg Sanitarium was held on Monday, 
November 9, at 6:30 p. m. After the regular busi- 
ness of the staff and reports from the records de- 
partment and analysis of the work of the hospital, 
the following special case reports were made: 


Post Operative Tetany.—Dr. J. A. K. Birchett, 
Jr. 


Discussed by Dr. G. M. Street. 


Septic Meningitis complicating Suppurative 
Otitis Media and Mastoiditis—Dr. G. C. Jarratt. 


Discussed by Drs. J. A. K. Birchett, Jr., S. W. 
Johnston, and E. H. Jones. 


The following special reports were made: 


Spontaneous Pneumothorax and Massive Col- 
lapse of the Lung.—Dr. Walter E. Johnston. 


Discussed by Drs. G. C. Jarratt, L. J. Clark, 
J. A. K. Birchett, Jr., and S. W. Johnston. 


The Recent International Assembly of the In- 
terstate Postgraduate Association at Milwaukee. 
—Dr. J. A. K. Birchett, Jr. 


The Recent Meeting of the American College 
of Surgeons at New York.—Dr. E. H. Jones. 


Selected radiographic studies were demonstrat- 
ed as follows: Outward dislocation of elbow; Os- 
teomyelitis of tibia; Sarcoma of lung, metastatic 
from tibia; Carcinoma of the stomach. 


The next meeting of the staff will be held on 
Thursday, December 10, at 6:30 p. m. 


CLAIBORNE COUNTY. 


It is with genuine grief that we report the death © 


of Dr. R. A. Segrest, Port Gibson, who died ina 
hospital in Jackson, October 31, following an jll- 
ness of a year and a half. 


Dr. Segrest recovered sufficiently, early in the 
summer to resume practice and we hoped that 
he was well but in September he had to give up 
his work and soon after that went to Jackson, 
remaining there till his death. 


Mrs. Chapman, wife of Dr. A. L. Chapman, 
Hermanville, has been very ill for some time. 


A mild epidemic of diphtheria has occurred in 
the county. With the help and co-operation of 
the State Beard of Health, the part time health 
officer plans to administer toxin-antitoxin to the 
school children. 


W. N. Jenkins, County Editor. 


PONTOTOC COUNTY. 

So far as the doctors of Pontotoc county are 
concerned, “All is quiet along the Potomac.” Dr. 
Donaldson, our capable health officer, is still car- 
rying on in such a manner that most of our diph- 
theria and scarlet fever has disappeared. We 
have had a wave from one end of the county to 
the other. 


Dr. D. T. Dempsey, out at Toccopola, seems to 
be going right along in his usual way. He and his 
family are enjoying health and quiet these Indian 
summer days. 


There is nothing sensational about Dr. W. H. 
Reid, also of Toccopola, yet he continues to func- 
tion in his usual way. 


Dr. Z. T. Dorsey of Troy remains quiet and un- 
complaining as long as they carry anything like 
fair with him. 


Dr. J. H. Windham of Ecru, in the northern 
part of the county, is still active and doing his 
usual type of good work. So far he has collected 
seventy gallons of good sorghum molasses. 


The most important events with the writer and 
his senior partner Dr. J. D. Neel of Ecru, are the 
eternal swabbing of ulcerative tonsilitis and an 
enormous big baby most every other day or night. 


When it comes to physical make up, Dr. Aber- 
nathy of Algoma is the “Big Boy” of our county. 
He weighs more than two hundred pounds and 
covers all the ground he stands on. 


The big event in the annals of our medical 
Society was the meeting at “Ole Miss” with the 
North Mississippi Medical Society on October 
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29. The program was of excellent quality. 
The speakers and essayists were well worth the 
hearing. The day was ideal, and nothing but good 
fellowship filled the air. But to most of us the 
coming back home to our Alma Mater sensed of 
greater things. The question as to whether we 
shall continue to maintain a medical department 
at our State University was uppermost in the 
minds of all present. If we are going to have a 
medical department, what type or breed shall we 
maintain? Are we willing to have a second or 
third class school in the hands of designing poli- 
ticians who will continue to kick it around like 
some worthless hound’s pup, or shall we clear out 
and continue to have the best two-year course of 
medicine in the whole country? The answer was 
unanimous in favor of a Class A medical school. 
This type of school in our midst has many advant- 
ages. It can furnish medical education to our 
medical students at less cost than would be re- 
quired in larger cities. It would inspire in the 
minds of such students a reverence for their state. 
It would make them alumni of their own State 
University, a thing of no small importance. The 
immediate thing for us to accomplish is to get 
our state colleges back on the accredited list and 
keep them there. The subject of a full four-year 
medical school at Oxford may come up for discus- 
sion later; at the present we must take care of 
what we have. 


By the time this reaches our readers Christmas 
will be drawing near. We hope for the profes- 
sion and all, the greatest Christmas possible and 
that the new year will smooth out many of the 
rough places and that we may go on to greater 
things as rapidly as the opportunities are pre- 
sented. 


Eliam B. Burns, County Editor. 


MATTY HERSEE HOSPITAL, MERIDIAN. 

Miss Agnes McGovern, R. N., of Philadelphia, 
Miss., graduate of St. Joseph’s Hospital, Memphis, 
Tenn, is operating room supervisor. 


Miss Marie Irby, Meridian, a graduate of the 
class of 1930, M. S. C. W., Columbus, is labora- 
tory technician. 


Dr. R. L. Donald of Quitman, is a member of 
the staff and resides at Matty Hersee Hospital. 
Dr. Donald is a graduate of Jefferson Medical 
College of Philadelphia, Pa., and served an in- 
ternship at Touro Infirmary, New Orleans, La. 


Dr. A. C. Bryan of Meridian, is also a member 
of the staff and does the orthopedic surgery. 


A. J. Ware, Superintendent. 
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WARREN COUNTY. . 

Dr. T. F. Howard attended the recent meeting 

of the Committee on Constitution and By-Laws 

of the Mississippi State Medical Association at 
Natchez. 


Dr. W. E. Akin recently underwent an opera- 
tion for the removal of an acute appendix. He is 
convalescing nicely. 


Quite a number of our members are planning 
to attend the Southern Medical Association meet- 
ing in New Orleans, but, at this date, no complete 
list is available. 


Dr. A. Street delivered an address on “Peptic 
Uleer,” at the joint meeting of the North Missis- 
sippi Medical Society and the North East Missis- 
sippi Thirteen-County Medical Society at Univer- 
sity on October 29th. 


Dr. Leon S. Lippincott was general chairman 
and Dr. Edley H. Jones chairman of the commit- 
tee on exercises in the schools in connection with 
the Armistice Day celebration in Vicksburg and 
Warren County. 

Edley H. Jones, County Editor. 


ADAMS COUNTY. 

Dr. Edwin Benoist who recently spent two 
weeks in New York, where he attended the Con- 
gress of the American College of Surgeons. He 
was accompanied on the trip by his father, L. A. 
Benoist. Miss Carolyn Benoist went from John 
Hopkins in Baltimore to New York to spend the 
week-end with her father and brother. 


Dr. John Schrieber recently motored to Jack- 
son for a conference with the State Board of 
Health. He was accompanied by Mrs. Schrieber, 
their son, John, and Mrs. Curtiss Hill. 


Mrs. J. W. Dicks has returned from an inter- 
esting visit of a few weeks to her son-in-law and 
daughter, Mr. and Mrs. Lyman Darling in Old 
Hickory, Tennessee, and to her brother, Dr. Frank 
Henderson and Mrs. Henderson, in Louisville, 
Kentucky. Dr. Dicks was with Mrs. Dicks in Old 
Hickory. 

L. Wallin, County Editor. 


THANK YOU! 

“Let me give honor, to him to whom honor is 
due. 

“Let me congratulate you on the fine pro- 
gramme you have in this month’s issue of the 
journal. 

“You are doing fine and wonderful work, and 
bringing Mississippi to the front. 

“God bless your efforts. May you continue. 
Again, congratulations. 

“Sincerely your friend, 
“(Signed) Lucien S. Gaudet, M. D.” 
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PIKE COUNTY MEDICAL SOCIETY. 
The Pike County Medical Society met at the 
McColgan Hotel, McComb, Thursday, November 
5, at 7 p. m. 


Members present: Thomas Purser, W. F. Cot- 
ton, W. O. Biggs, Elise Rutledge, L. J. Rutledge, 
G. W. Robertson, W. C. Hart, T. Paul Haney, B. 
J. Hewitt, J. E. Brumfield, R. H. Brumfield. 


Program: The Menace of Psychiatry, Part 2.— 
Elise Rutledge. 


A Report on Pernocton Hypnosis.—R. H. Brum- 
field. 


R. H. Brumfield, Secretary. 


SOUTH MISSISSIPPI MEDICAL SOCIETY. 

The South Mississippi Medical Society will meet 
in Hattiesburg on December 10 at 3 p. m., for 
the regular quarterly meeting, at which time offi- 
cers will be elected for the ensuing year. 


By invitation to the South Mississippi Medical 
Society from the Stone-Harrison-Hancock Medical 
Society, quite a number of our members attended 
a joint meeting with the Auxiliary at the Veter- 
ans’ Hospital at Gulfport, November 4, and en- 
joyed a very instructive and pleasant program by 
the staff of the Veterans’ Hospital. 


Dr. J. E. Green of Richton is at Tulane Univer- 
sity, Medical Department, doing post graduate 
work for four months, having received a scholar- 
ship from the Commonwealth Fund of New York, 
together with a class of fifteen from other sections 
of the state. 


It is not good policy to talk of hard times and 
depression, but this is the weakest BOOM I have 
ever seen. 


Dr. W. S. Harper, president of the South Mis- 
sissippi Medical Society has appointed Dr. L. B. 
Hudson, Dr. Fern Champenois and Dr. H. L. Mc- 
Kinnon, to arrange the program for the Decem- 
ber meeting at Hattiesburg. 


At the August meeting of the Society, it was 
suggested that the South Mississippi Medical So- 
ciety meet at the K. C. Hall Lakes near Heidle- 
berg each summer for a week’s outing and a 
course of lectures by outstanding teachers. A 
seminar of this nature would fill a great need in 
this section and it will be discussed again at the 
next regular meeting in December, at which time 
the president will appoint a committee to inves- 
tigate the advisability of such a course. 


No deaths, no births, no marriages nor divorces 
among our doctor population; everything seems 
to be quiet. 

J. H. Newcomb, Secretary. 


MISSISSIPPI STATE BOARD OF HEALTH. 


Miss Theresa Kraker, Associate Director of the 
Public Health Division of the Commonwealth 
Fund, spent several days in Mississippi observing 
the public health programs in Pike and Lauder- 
dale Counties. These Counties are the two in 
Mississippi which are receiving aid from the Com- 
monwealth Fund of New York. Miss Kraker also 
spent several days in the central offices of the 
State Board of Health. 


Mississippi physicians may secure periodic 
health examination blanks from the State Board 
of Health free of charge. 


Under the plan of co-operation of the Common- 
wealth Fund with the Mississippi State Board of 
Health, the following physicians were awarded 
four months’ postgraduate courses and are now 
studying at Tulane University: 


Dr. W. A. Carpenter, Cleveland; Dr. S. E. 
Eason, New Albany; Dr. B. C. Tubb, Smithville; 
Dr. J. B. Ainsworth, Florence; Dr. Joe Green, 
Laurel; Dr. W. M. Biggs, Osyka; Dr. W. S. Lamp- 
ton, Magnolia; Dr. E. M. Givens, Summit; Dr. 
L. W. Brock, McComb; Dr. T. E. Hewitt, Summit; 
Dr. T. L. Bennett, Meridian; Dr. C. J. Lewis, 
Meridian; Dr. E. B. Key, Meridian; Dr. R. M. 
Leigh, Meridian; Dr. R. J. Wilson, Bailey. 


Under this same plan, the following boys were 
awarded four-year undergraduate scholarships at 
Tulane: 


James G. Blaine, Clinton; Paul Rogers Googe, 
Booneville; Edwin M. Meek, West Point; Onie 
P. Myers, Collinsville; Russell L. Welch, Norfield; 
Aubrey V. Beachma, Hattiesburg. 


These young men will receive $100 a month 
during the four years of their medical education. 


WARREN COUNTY HEALTH DEPARTMENT. 


Acknowledgment is made of the receipt of the 
second biennial report of the Warren County 
Health Department, covering the period July 1, 
1929 to June 30, 1931, Dr. F. Michael Smith, 
Director. The report, which is in the form of a 
booklet of twenty-three pages and a statistical 
blue print showing immunization figures among 
the school children in a county-wide survey, is 
well arranged and contains much interesting ma- 
terial. Of special interest is a description of 
Warren County and its people, numerous cuts and 
charts and a brief summary statistical report 
which shows the excellent work being done for 
the health of the people along the lines of pre- 
ventive medicine. The activities of the depart- 
ment included: Educational lectures and talks to 
classes, 1,194; letters, circular letters sent, etc., 
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23,365; conferences—individual and group, 7,243; 
sanitary inspections, private and public premises, 
4,891; official dairy inspections, 773; inspections 
of food products and dispensing places, 1,897; 
inspections of barber shops during last six months, 
189; visits to cases, carriers, contacts and sus- 
pects, 418; schick test given, 1,911; tuberculin 
test for cows, 2,063; toxin-antitoxin and toxoid, 
doses given, 2,843; typhoid inoculations, doses giv- 
en, 13,139, anti-smallpox vaccinations, 1,675; 
home visits, prenatal, preschool and school, 3,329; 
total midwife class attendance, 1,709; laboratory 
examination of blood specimens, 298; laboratory 
examination of water samples, 435; laboratory 
examination of throat smears, 415; laboratory 
examination of milk samples, 927; total changes 
excreta disposal, 1,048; cases in court, violating 
sanitary law, 15. 


ANOTHER COUNTY EDITOR. 

In reply to the enclosed letter from Dr. George 
Baskerville, President of the Delta Medical So- 
ciety, will state that I will be glad to report from 
Bolivar County if the doctors will co-operate with 
me by sending all news of interest. 


The influenza cases this season are proving to 
be more like the 1918 type than any seen by me 
since that time. The slightest exertion or ex- 
posure causes either penumonia or heart compli- 
cation. It is to be hoped that our state meeting 
can be arranged so it will not conflict with the 
A. M. A. meeting next May. 


Again stating that my report each month de- 
pends upon the doctros of Bolivar County. 


Charles W. Patterson, County Editor. 


ADDITIONS. 

The following names have been added to the 
list of the Association’s members who served as 
officers of the United States Army during the 
World War: 


Carroll, G. F., Biloxi. 
Wesson, E. H., New Albany. 


JOINT MEETING. 

Some 200 doctors from the northern part of 
the State attended the joint meeting of the North 
Mississippi Medical Society and the Northeast 
Mississippi Thirteen County Medical Society at 
University on Thursday, October 29, beginning at 
10:30 a. m. Dr. W. H. Anderson, Booneville, 
served as Chairman of the meeting. The program 
included: 
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Address of Welcome.—Chancellor J. N. Powers, ° 
University. 


Response.—Dr. J. M. Acker, Aberdeen, Presi- 
dent-Elect, Mississippi State Medical Association. 


The Significance of Pus and Blood in the Urine. 
—Dr. George R. Livermore, Memphis, Tennessee. 


Some Recent Advances in the Diagnosis of 
Diseases of the Chest.—Dr. Oscar W. Bethea, New 
Orleans, Louisiana. 


Luncheon at cafeteria. 
Round Table Talks by: 


Dr. O. W. Hyman, Dean of University of Ten- 
nessee Medical School. 


Dr. P. L. Mull, Dean of University of Missis- 
sippi Medical School. 


Dr. F. J. Underwood, President, Southern Med- 
ical Association. 


Dr. J. C. Culley, President, Mississippi State 
Medical Association. 


Peptic Ulcer.—Dr. A. Street, Vicksburg. 


Address.—Dr. I. S. Rychner, Memphis, Ten- 
nessee. 


Regarding the “Ole Miss” Medical School, Dean 
Hyman stated that the University of Mississippi’s 
two-year medical school is of the most vital im- 
portance to the State, that the school turned out 
excellent two-year men who, after completing 
their course and interneships elsewhere, were 
much needed in Mississippi, and that the actual 
presence of the school encouraged other young 
men to become interested in the study of medi- 
cine. 


Wives of many of the doctors who had been 
invited by the two societies, had luncheon with 
the grouv at the cafeteria, heard an address at 
the Y. M. C. A. building by Mrs. A. Street of 
Vicksburg, who discussed the work of the Women’s 
auxiliary, and in the afternoon enjoyed an in- 
formal tea given for them by Mrs. J. C. Culley. 


Dr. T. M. Dye, Clarksdale, Secretary of the 
Mississippi State Medical Association, and Dr. E. 
LeRoy Wilkins, Clarksdale, Treasurer of the Mis- 
sissippi State Medical Association were among 
those in attendance. 


MISSISSIPPI STATE NURSES’ ASSOCIATION. 


The Twentieth Annual Meeting of the Missis- 
sippi State Nurses’ Association was held at Green- 
ville, October 28, and 29, 1931. The address of 
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welcome was given by Mayor Fred Schelben and 
the response by Kate Lou Lord, Hattiesburg. 
Bertie Jones, Sanatorium, reported for the Na- 
tional League of Nursing Education. Mabel Rich- 
ardson, Centreville, was the presiding officer for 
the section on hospitals and training schools and 
the speakers before this section were Madge Tim- 
lin, Vicksburg; Olivia C. Rainer, Natchez; Kate 
Lou Lord, Hattiesburg, and Ella Best, Field Sec- 
retary, American Nurses’ Association. 


Mary D. Osborn, Jackson, presided over the 
Public Health Section, the program of which in- 
cluded as speakers Dr. H. C. Ricks, Jackson; Jo- 
hanna J. Schwarte, Indianola; Augustine Stoll, 
Jackson, and Syd Vaughan, Brookhaven. 


The Private Duty Section, presided over by 
Louise Wall, Greenville, heard Rose A. Keating, 
Jackson and Mattie Rife, Natchez. 


Syd Vaughan, Brookhaven, delivered the Pres- 
ident’s address. 


HISTORY. 


The following abstracts from the history of the 
Mississippi State Medical Association are being 
printed in order that the members of the Associa- 
tion may make any suggestions or corrections de- 
sirable before final publication. Please read care- 
fully and then communicate with Dr. E. F. How- 
ard, Historian, if you feel any changes should be 


made. 
1916: 


By far the most important and most interest- 
ing matter before the Association at its 1916 meet- 
ing, is described in the report of the committee 
on Public Policy and Legislation. By direction 
of the House, this committee had sponsored bills 
for the prevention of ophthalmia neonatorum and 
to establish and maintain a sanatorium for the 
care of incipient tuberculosis. The former passed 
the Legislature “almost unanimously,” the latter 
with only eleven dissenting votes. Here we find 
one of the few instances of the Association con- 
ferring a special honor on one of its members. 
A loving cup was presented Dr. Carroll Hendrick 
of Aleorn County in recognition of his long and 
faithful service to the profession and the people 
of the State: Twenty-six years in the State Sen- 


ate, during which time his constant and able 
championship of public health affairs and his 
loyal activities in behalf of his profession have 
made for him an enviable record. 


1917: 


As was the case with most meetings held dur- 
ing 1917, the annual session, which was held in 
Jackson, resolved itself to a considerable degree 
into a war meeting. There were only twenty 
Mississippians in the Medical Reserve Corps and 
the State quota was one hundred and seventy- 
five. An examination bureau was established in 
a place convenient to the meeting hall and the 
meeting itself, the afternoon of the second day, 
turned into a recruiting station. The results were 
quite satisfactory as was shown by the list pub- 
lished the following year. This was incomplete 
and contained only the names of members of the 
Association, but the Transactions of 1919 contains 
the statement that “three hundred and sixty-four 
Mississippi doctors wore the uniform.” 


1918: 


The 1918 session showed the reflection of the 
war very considerably. Paid membership to May 
1, had dropped to seven hundred and ninety- 
six, partly due to the heavy loss by enlistment, 
part to the fact that many of the County Secre- 
taries had joined the colors. An amendment to 
the By-Laws was passed remitting the dues of 
all members in service in the Army and Navy. 
The Transactions of this year does not carry a 
record of the registration at the meeting, but the 
fact that it contains only a dozen scientific papers, 
and three of these by non-residents, shows rather 
conclusively that the Mississippi profession gave 
of its best to the service. 


ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY. 


The regular monthly meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society was 
held at the Y. M. C. A., Vicksburg, on Tuesday, 
November 10, at 7 p. m. The papers and discus- 
sions included: 


Diagnosis and Treatment of Specific (Gonor- 
rheal) Urethritis, Anterior and Posterior.—Dr. 
D. A. Pettit. 
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Discussed by Drs. J. A. K. Birchett, Jr., and A. 
Street. 


Neurosyphilis.—Dr. R. H. Foster. 


Discussed by Drs. G. M. Street, W. G. Weston, 
and S. W. Johnston 


Edema.—Dr. Walter E. Johnston. 


This paper was illustrated by slides and ani- 
mated diagrams prepared by Dr. Johnston. 


Discussed by Drs. G. C. Jarratt, L. S. Lippin- 
cott, S. W. Johnston, F. M. Smith, and E, F. 
Howard. 


Mesenteric Lymphadenitis Simulating Appendi- 
citis in Children.—Dr. G. C. Jarratt. 


Discussed by Drs. George M. Street, W. H. Par- 
sons, and H. S. Goodman. 


Mrs. H. H. Haralson, Mrs. E. F. Howard, Mrs. 
M. H. Bell, and Mrs. J. B. Benton, as a com- 
mittee from the Women’s Auxiliary, appeared be- 
fore the Society to ask aid in securing a place 
in Warren 
County. A committee of the Society composed 
of Drs. G. C. Jarratt, A. J. Podesta, and E. H. 
Jones were appointed to co-operate with the 


for incurable tubercular patients 


Women’s Auxiliary in this matter. 


Final plans were made for the joint meeting of 
this Society with the Fifth District Medical So- 
ciety at Vicksburg on December 8. The recep- 
tion committee, which will be the same as for last 
year, is made up of Drs. E. H. Jones, F. M. Smith, 


W. H. Parsons, and G. M. Street. 


The December meeting is also the annual meet- 
ing of this Society and officers will be elected 
for the year 1932. 


SPECIAL INVITATION TO YOU. 


All members of the Louisiana State Medical 
Society and the Mississippi State Medical Asso- 
ciation are most cordially invited and urged to 
attend the semi-annual joint meeting of the Fifth 
District Medical Society of Louisiana and the 
Issaquena-Sharkey-Warren Counties Medical So- 
ciety, at Vicksburg, Mississippi, on Tuesday, De- 
cember 8, at 6 p. m. You are also urged to come 
early and to let us know that you are coming so 
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that our reception and entertainment committee - 
may show you the honors. 


The Scientific Program which will be presented 
following a dinner at the Y. M. C. A., is out- 
standing this year with the following speakers: 


Dr. Chaillé Jamison, Professor of Clinical Med- 
icine, Tulane University School of Medicine, New 
Orleans—“‘A Discussion of Certain Phases of 
Chronic Congestive Heart Failure.” 


Dr. Henry M. Meyerding, Associate Professor 
of Orthopedic Surgery, University of Minnesota 
Graduate School of Medicine, Mayo Clinic, Ro- 
chester, Minn.—“The Treatment of Arthritis with 
Special Reference to Prevention in Correction of 
Deformity.”’ 


Dr. W. H. Olmstead, Associate Professor of 
Clinical Medicine, Washington University School 
of Medicine, St. Louis.—‘‘Secondary Anaemia; 
Present Status of Dietary and Inorganic Therapy.” 

Please make your plans now to attend. 


Leon S. Lippincott, Secretary. 


DRS. GAMBLE BROTHERS AND 
MONTGOMERY. 


Drs. Gamble Brothers and Montgomery have 
announced to the medical profession that they 
now have associated with them Dr. J. A. Beals in 
charge of the department of roentgen-ray and 
radium. Dr. Beals comes to Greenville from the 
St. Thomas Hospital, Akron, Ohio, and has had 
besides experience in several of the larger hos- 
pitals of the country. He has been more recent- 
ly associated with the National Pathological Lab- 
oratories of Chicago. 


Mrs. A. Street, Vicksburg, addressed a meeting 
of the Woman’s Auxiliary of the Homochitto 
Valley Medical Society at Natchez on Novem- 
ber 10. 


SR EE 
DEATHS OF MISSISSIPPI DOCTORS. 
Robert A. Segrest, member of the Claiborne 


County Medical Society. Graduate of Memphis 
Hospital Medical College, 1903. Resident of Port 
Gibson for several years. Died at Jackson, Octo- 
ber 31, 1931. 








508 


PONTOTOC COUNTY. 

The meeting of the North Mississippi Medical 
Society was held jointly with the North East 
Mississippi Thirteen County Medical Society at 
University, Mississippi, on Thursday, October 29. 
The program consisted of many good papers and 
addresses. Those enjoying them from Pontotoc 
county were the following: Drs. E. G. Abernathy, 
E. B. Burns, W. R. Card, Z. A. Dorsey, A. P. 
Dunavant and R. P. Donaldson. 


The epidemic of diphtheria in this county has 
about subsided. We have had 50 cases reported 
to date with two deaths. Those cases were not 
seen by physicians for several days after taken 
and were of the laryngeal type. Toxin-antitoxin 


has been given to 150 children. 


R. P. Donaldson, County Editor. 


“215 Reservoir Road 
“Brookline, Mass. 
“October 18, 1931. 


“I am away from Clarksdale on a year’s leave 
of absence, and, this is to inform you that Dr. 
E. LeRoy Wilkins is Secretary of the Clarksdale 
and Six Counties Medical Society. 


(Signed) D. V. Galloway.” 


CLARKSDALE AND SIX COUNTIES MEDICAL 
SOCIETY. 

The Fifty-ninth Semi-Annual Session of the 
Clarksdale and Six Counties Medical Society was 
held at the Alcazar Hotel dining room, Clarksdale, 
Wednesday, November 4, at 7 p. m. 


The program included: 
1. Dinner. 


2. Business Session and election of officers 
for 1932. 


8. President’s Address.—Dr. W. S. Slaughter, 
Jonestown. 


4. Malignancy of the Cervix; Radium Ther- 
apy.—Dr. A. B. Carney, Clarksdale. 


5. Community Hospitals—A Talk.—Dr. John 
C. Culley, Oxford, President, Mississippi State 
Medical Association. 
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6. Greetings.—Dr. J. M. Acker, Jr., Aberdeen, 
President-Elect, Mississippi State Medical Asso- 
ciation. 


7. An Address.—Dr. F. J. Underwood, Jack- 
son, President, Southern Medical Association. 


8. A Talk with Motion Pictures, Taken on My 
Trip to Africa.—Dr. Casa Collier, Memphis. 


COMMUNITY HOSPITALS. 


In regard to legislation sponsoring Community 
Hospitals, I believe that we can render a better 
service, reach more people and spend less of the 
tax payer’s money by maintaining charity wards 
in the small hospitals scattered over the State, 
private or otherwise, than we can by maintaining 
large Charity Hospitals. 


E. S. Bramlett, Oxford. 


ISSAQUENA COUNTY. 

Dr. T. A. Heath, Shiloh, a past president of the 
Issaquena County Medical Society, and an honor- 
ary member of the Issaquena-Sharkey-Warren 
Counties Medical Society and of the Mississippi 
State Medical Association, has practiced medicine 
in the Delta for fifty years. While his physical 
condition is not good, he is not confined to his bed 
and is frequently found at his desk prescribing 
for suffering humanity. Dr. Heath would be glad 
to hear from his many friends. 


HONOR ROLL FOR DECEMBER. 
Your Mississippi Section of Our Journal this 
month is due to the efforts and co-operation of 
the following: 


T. A. Heath, Charles E. Baldree, Jr., J. A. K. 
Birchett, Jr., G. C. Jarratt, Charles T. Burt, James 
T. Brown, J. C. Culley, W. H. Curry, E. F. How- 
ard, A. H. Little, F. J. Underwood, H. A. Gamble, 
William C. Walker, Mrs. H. H. Haralson, G. S. 
Bryan, J. O. Ringold, J. S. Ullman, A. Street, 
W. N. Jenkins, Eliam B. Burns, A. J. Ware, Edley 
H. Jones, L. Wallin, Lucien S. Gaudet, R. H. 
Brumfield, J. H. Newcomb, F. M. Smith, C. W. 
Patterson, George W. Acker, R. P. Donaldson, 
D. V. Galloway, E. Leroy Wilkins, E. S. Bram- 
lett.—33. 


YOUR EDITOR THANKS YOU. 








BOOK REVIEWS 


The Causation of Chronic Gastro-Duodenal UI- 
A new theory, by J. Jacques Spira, M. 
R. C. S. (Eng.), C. R. C. P. (Lond.), London 
1931. pp. 71. 


cers: 


Oxford University Press. 


This seventy-one page monograph is the work 
of a British internist and possesses an introduction 
by Sir Humphrey Rolleston. The argument stated 
Fat, when introduced into the stom- 
ach regularly, causes regurgitation of the duodenal 


contents, including bile, into the stomach; and bile 


is as follows: 


salts, when mixed with the acid gastric contents, 
damage the mucous membrane of the stomach. 
This thought is very different from the present one 
that Americans favor as the prime etiological 

Much evidence is offered in substantia- 
The author claims his theory is entitled to 
consideration, and I agree with him. 


factor. 
tion. 
However, 
it is the critic’s opinion that the theory will remain 
only a theory. In conclusion, the monograph is 
very worth while, as much psysiology and pathol- 
ogy is included and is presented in the usual ef- 
ficient manner of the British. 


SIDNEY M. CopLaANpb, M. D. 


Text Beek of Pathology: Ed by E. T. Bell, M. D. 
Philadelphia, Lea & Febiger. 1930. pp. 627. 


The author’s attempt to present to the student 
the essential facts of pathology has succeeded per- 
fectly. Tersely and concisely phrased, the book of 
Bell’s, in 628 pages, contains the same material 
which we often find in far more voluminous text 
books. 
are briefly but completely treated in twenty-eight 


All fields of general and special pathology 


chapters. Superfluous repetitions are avoided, 


and each chapter contains a few references to the 


newer literature. In this manner the author has 


given the student the opportunity to orient himself 
with reference to the important recent literature of 
pathology. The classification and nomenclature of 
the pathological processes follows the more recent 
ideas on the subject. Unfortunately, some chap- 
ters, such as that on the Tumors of the Nervous 
System, are treated too briefly. The author’s ar- 
rangement of the sequence of the chapters is quite 
unusual and the reason therefore is not very clear. 
The technical presentation of the book is excel- 
lent, the typography very clear, and the illustra- 
tive material, which is taken exclusively from the 
author’s own experience, presents many splendid 


All in all, this 
is a short but satisfactory book of orientation of 


drawings and microphotographs. 


the most important chapters of pathology and can 
be highly recommended to the student. 


E. Von HaaM, M. D. 


The Practice of Medicine: By A. A. Stevens, 
A. M., M. D. Philadelphia, W. B. Saunders. 


1931. pp. 1150. 


This is one of the last of the single author text 
books on medicine that continue to survive and be 
revised from time to time. Not up to the calibre 
of Macrae’s Osler’s Medicine it is nevertheless a 
It meets all the require- 
No thera- 
peutic nihilist, Dr. Stevens spends ample time in 
This should serve 
to popularize the book with students. 


most creditable work. 
ments of a good standard text book. 


the consideration of treatment. 


In the chapter dealing with hyperthyroidism the 
author states that gastric achylia is observed in 
many cases. Such a statement is not in accord 
with the popular conception. Hyperacidity of the 
stomach contents is regarded usually as a part of 


the general picture. 


MAURICE SULLIVAN, M. D. 


Yellow Fever: An Epidemiological and Historical 
Study of Its Place of Origin: By Henry Rose 
Carter, M. D., ed. by Laura Armistead Carter 

& Wade Hampton Frost. Baltimore, The Wil- 
liams & Wilkins Co. 1931. pp. 308. 


This posthumous work of Dr. Carter was essen- 
tially completed before his death in 1925, at which 
time the West African studies on yellow fever had 
not been undertaken. Yet no significant aspect of 
the author’s conception of the epidemiology of the 
disease needs modification in the light of the 
important African investigations. 


After a general consideration of the essential 
factors involved in the propagation of yellow fever 
(susceptible human beings, the mosquito vector 
and the virus), the potential geographical distri- 
bution and differential diagnosis of the disease, 
the main theme is undertaken, namely, the place 
of origin of yellow fever. In scholarly, masterful 
fashion, by examination of all the important local 
records, including those of Mayan origin, and by 
forceful deduction, the argument is developed to 
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show that there was no disease in the New World 
which could possibly have been regarded as yellow 
fever before 1648, when the disease developed in 
epidemic fashion in Cuba. Although historical 
evidence regarding the disease in Africa antedat- 
ing 1778 is lacking, yet indirect inference in 
records from the West African Coast settlements 
in 1585, 1599 and 16388 is indicative of its pres- 
ence there. Furthermore, the biological evidence, 
particularly the mild type of the infection con- 
tracted by the negro along this coast, favors 
Dr. Carter’s thesis. The accuracy of the author’s 
deductions is indicated by the epidemiological and 
experimental studies of the West African Yellow 
Fever Commission. 


ERNEST CARROLL Faust, Ph. D. 


A Text Book of General Bacteriology: By Edwin 
O. Jordan, Ph. D. Philadelphia, W. B. Saun- 
ders Company. 10th ed. 1931. pp. 819. 


This new edition has been amplified by 31 pages. 
As the author states in the preface, considerable 
material has been added in an attempt to keep 
abreast of current knowledge. The arrangement 
of the chapters in the previous edition has been 
retained in the new book. Of interest is the utili- 
zation of the newer nomenclature for certain 
organisms. We thus find the designations of 
Salmonella, Brucella, Eberthella, Parteunella, etc., 
to which the older terminology is added parentheti- 
cally. The problem of the bacteriophage is dealt 
with in detail, and the chapter on yellow fever has 
been elaborated and brought up to date. The in- 
trinsic value of the book is well known and does 
not necessitate the review of the content and 
execution of the volume. Suffice it to say, that the 
new edition of Jordan’s bacteriology covers com- 
pletely and ably the niveau of modern concepts 
of the science of bacteriology, and thus it offers 
to the physician and the student an excellent 
representation of this field of medical knowledge. 


E. Von HaaM, M. D. 


Surgical Pathology of Prostatic Obstructions: By 
Alexander Randall, M. A., M. D. Baltimore, 
Williams & Wikins Company. 1931. pp. 267. 


This treatise is a compilation of the surgical 
pathology of prostatic obstructions collected by 


the author from 1218 autopsy specimens of the 
male bladder. There are chapters on benign pros- 
tatic hypertrophy, median bar, carcinoma of the 
prostate and abscess of the prostate. There is a 
short chapter on materials and one on miscella- 
neous studies, the latter of which includes prostatic 
calculi, tuberculosis, etc. Twenty-two charts and 
nineteen tables together with seventy-eight plates 
(photographs under water) of the gross material 
help explain the lesions. Accompanying each plate 
is a short history and an explanatory paragraph. 
There are no superfluous words or phrases in the 
discussion of the subject matter and its discussion 
is presented in a simple interesting fashion. This 
book is an excellently illustrated and well ex- 
plained resume of Dr. Randall’s experience with 
the condition presented in a very inviting fashion 
and should be of great value to those interested 
in the subject. 


J. W. WituiaMs, M. D. 


Synopsis of U. S. Pharmacopoeia and National 
Formularly Preparations: By H. J. Fuller, 
Ph. C., Phm. B. Philadelphia, P. Blakiston’s 
Son & Co., Inc. 1931. pp. 247. 


This little volume is a synopsis of the United 
States phamacopoeia and national formulary 
preparations, giving the Latin and English titles, 
synonyms, composition, method of preparation, 
strength and doses, arranged as to class of 
preparation. 


In his preface the author tells us that he wrote 
such a treatise to satisfy a long felt use. Its use- 
fulness is not apparent to this reviewer, however, 
and it is such a small book that it would not help 
swell the bulk of one’s library. 


MAURICE SULLIVAN, M. D. 


Paralysie Generale et Malariatherapie: By R. Le- 
roy et G. Medakovitch. With preface by 
Prof. Wagner-Jauregg. Paris, G. Doin & Co. 
1931. pp. 500. 


This volume is in French. The authors, physi- 
cian-in-chief and chief of laboratories at L’Asile 
Clinique (Sainte-Anne), and contributors of val- 
uable articles on the same subject since 1928 are 
thoroughly qualified to present a complete study 
of this method from all points of view. 
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Book Reviews 


In the first chapters the authors present a re- 
view of the remissions in general paralysis as 
observed in the past and at the present time. 
Stress is layed on the marked differences between 
the so-called spontaneous remissions and those fol- 
lowing malaria therapy. The following chapters 
are on the indications and contra-indications for 
malaria therapy, the choice of the organism, the 
conservation of the blood for malaria therapeusis, 
the technic of inoculation, the evolution of the cure 
by malaria, the accidents due to malaria therapy, 
Under the 
caption of specific treatment the authors confirm 


the reduction of fever by quinine. 


the insufficiency of specific medication alone to 
They 
discuss the value of specific treatment before and 


arrest the inroads of general paralysis. 


after malaria therapy and insist upon the neces- 
sity of an intensive specific course of treatment 
of high dosage to follow malaria therapy for 
favorable results. 


The main portion of this work is taken up by 
a presentation in detail of the clinical results 
obtained not only by the promotors of this method, 
but by hundreds of others from twenty or more 
leading countries. To these are added the personal 
observations and clinical results, in forty-three 
All of which confirms the 


immense value of malaria therapy. 


cases of the authors. 


in the 
chapters, to the subject of the biological reactions, 


No less attention is given, remaining 
the pathological anatomy, secondary deliria, the 
mechanism of action, the prophylaxis of general 
paralysis by malaria therapy and the medico-legal 
aspects concerning these unfortunates. There is 
a complete bibliography followed by a list of the 


observations cited in the text. 


It is written in a clear fluent style which makes 
for ready understanding and instructive reading. 
There are numerous charts in the text. 


The reviewer has seen fit to present in detail 
the contents of this volume in order to emphasize 
the thoroughness and completeness with which the 
authors have covered the varied phases of this 
important subject. No other work covers so fully 
the present views and clinical results of general 
In the words of 
the creator of malaria therapy, Prof. Wagner- 
Jauregg, whose preface adds to the value of this 


paralysis and malaria therapy. 
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volume: “Il ne manquait au’un expose d’ensem- 
ble de toute la question, lacune que le present livre 


vient do combler d’une facon remarquable.” 


For this reason this work becomes invaluable 
and should be in the library of all neuro-psychia- 
trists and general practitioners. 


L. L. CAZENAVETTE, M. D. 


Recent Advances in Hematology: By A. Piney, 
M. D., Ch. B. (Birm.); M. R. C. P. (Lond.). 
Philadelphia, P. Blakiston’s Sons & Co., Inc. 
1931. pp. 348. 


This third edition of “Recent Advances in 
Hematology” is one of the best of the small books 
with diseases of the blood. 
chapters have been added, one on “Anemias of 
Color Index,” “Sickle Cell 


Particular reference has been made to 


dealing Two new 


Low and one on 
Anemia.” 
the effects of radiation on the blood. 


Notably poor are most of the color plates con- 


tained in medical books. It is refreshing and 
noteworthy to occasion exceptionally well executed, 
polychrome cell pictures, that do not resemble bill- 
blotches, or lithographed 


Dr. Piney’s artist has distinguished himself with 


board setting suns. 
correct color values that would do justice even to 
Edmund Dulac. 


be encouraged. 


Such splendid illustrations are to 


MAURICE SULLIVAN, M. D. 


Surgical Pathology of the Diseases of the Bones: 
By Arthur E. Hertzler, M. D. Philadelphia, 
J. B. Lippincott Company. 1931. pp. 272. 


This book treats of the surgical pathology of 
the bones. It is the first of the monographs on 
surgical pathology by Dr. Hertzler to be published 
and is the result of material gathered, experiences 
in thirty 
teaching. Cooperation with 


encountered and literature reviewed 
years of medical 
Tom Jones and Jim Barlow is responsible for the 
excellent pictures which take up a large amount 
of the page space. The material is presented 
under the heads of Pathogenesis, Pathology and 
Histology. The books is divided in two parts, one 
which deals with diseases of the bone and the 
other with tumors of the bone. Accompanying 


each chapter is an explanatory bibliography. The 
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book is well written although the style is a little 
strained in a few places and a few somewhat 
slangy phrases are used which could have been 
avoided to advantage. The importance of the 
subject together with the excellence of the illus- 
trations and explanations of the lesion merits the 


book’s wide acceptance. 


J. W. WitwiaMs, M. D. 


Medical Diseases for Nurses: By Arthur A. 
Stevens, A. M., M. D., and Florence Anna 
Ambler, B. S., R. N. Philadelphia, W. B. 


Saunders oCmpany. 1931. pp. 502. 


This is another useless contribution to medical 
literature. I am sure that anyone who has ever 
tried to instruct nurses, and who will take the 
trouble to glance through Dr. Stevens’ and Miss 
Ambler’s poor effort will concur in my sweeping 
condemnation. It completely falls short of its pur- 
pose which is: to give the nurse an understanding 
of the principles of disease and to enable her to 
gain an intelligent idea of the objects the physi- 
cian hopes to obtain in his ministrations to the 
afflicted. 


Thoroughly overlooked is the fact that only a 
small percentage of nurses are college graduates, 
that even if they were all college graduates the 
authors’ manner of presentation would be difficult 
to assimilate. Covering the whole realm of medi- 
cine in a concentrated form his book will hardly 
be delectable to the nurse mind. Junior medical 
students with infinitely better basic preparation 
for the digestion of a course of medicine would 
find such a book unappetizing. 


Perhaps if the treatise was ten times as 


lengthy and was filled with similes, parables and 
endless naive expository elucidations it might have 
some value. Written as it is, it is valueless, and 


will only serve to discourage the intelligent appre- 


ciation of medicine among the Nightingale sister- 
hood. 


Dr. Stevens does not know his nurses and it 
appears that his collaborator, Miss Ambler, did 
not do much collaborating. 


There are several typographical errors which 
may cause student nurses some concern if they 
ever read the text. 


MAURICE SULLIVAN, M. D. 


Book Reviews 


Medical Jurisprudence: By Carl Scheffel, Ph. B., 
M. D., LL. B. Philadelphia, P. Blakiston’s 
Son & Co., Inc. 1931. pp. 313. 


Several texts dealing either wholly or partially 
with medical jurisprudence have been published in 
the last ten years. Those dealing partially with 
medical jurisprudence have treated in addition 
toxicology and some of the pathology which might 
be of importance in medical legal cases. This 
book by Dr. Scheffel deals wholly with the legal 
phrase of the subject. He treats the subject, how- 
ever, from a somewhat different viewpoint and 
attempts to acquaint the student and physician 
with how legal factors affect him in the everyday 
practice of medicine and surgery and his standing 
as a sociologic factor in the community. The book 
contains much very valuable information for the 
A sufficient 
number of cases are cited to make the text ex- 
tremely interesting and to clearly illustrate points 
of importance. 


man who intends to practice medicine. 


This book is written in a style 
sufficiently simple for the high school student and 
sufficiently compact for the busy practitioner. The 
subject matter and its clear presentation warrants 
the books wide acceptance. 


J. W. WILLiaMs, M. D. 


PUBLICATIONS RECEIVED. 


The Macmillan Company, New York: How’s 
Your Blood Pressure? by C. L. Andrews, M. D. 


William Wood & Company New York: The 
Medical Lexicon, by Tomas Lathrop 
Stedman, A. M., M. D. The Medical 1932 Record 
Visiting List. 


Nurse’s 


Williams & Wilkins Company, Baltimore: 
Essentials of Psychiatry, by George W. Henry, 
A. B., M. D.; A Thousand Marriages, by Robert 


Latou Dickinson and Lura Beam. 


J. B. Lippincott Company, Philadelphia: 
gical Pathology of the Skin, Fascia, Muscles, 
Tendons, Blood and Lymph Vessels, by A. E. 
Hertzler, M. D. 


Sur- 


Charles C. Thomas, Baltimore: Asthma and 
Hay Fever in Theory and Practice, by A. F. 
Coca, M. D. 


The Rockefeller Foundation, New York: The 
Rockefeller Foundation Annual Report, 1930. 





